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Ter assertion that undersize, and not oversize, of the uterus is the 
more prevalent disproportion in cases of hydatid mole, if sustained, 
modifies the current statement concerning this physical feature, 

To promote and to support the assertion are the main purposes 
of this communication, which has been founded upon eighteen years’ 
clinical observation of cases chiefly from the author’s own practice 

D4 and upon the specimens and photographs now produced from the 

Laboratory of Obstetrics and Gynecology in the University of 

Liverpool. 

The cases have been arranged in four groups: in the three groups 

A, B, C, according to the relative size of the uterus when first 


examined, and in the group D the cases of hydatid mole with chorio- 
epithelioma. 


Size or THE UTERUS. 
Group A: proportionate (1 case). 
a Group B: disproportionate—undersize (16 cases). 
A Group C: disproportionate—oversize (4 cases), 
i Group D: disproportionate—chorio-epithelioma (2 cases; one 
undersized, one oversized). 


Group A. Uvrerus or ProrortionatE (1 Case). 


At the completion of the three months’ gestation history on 

April 3 1911, when the patient was first seen, examined, and admitted 

. from the hospital out-patients, the normal size of the uterus was not 

i the only local physical feature observed; abnormal uterine tension 

a was also noted. The latter is important because at that time a 

: a 21 days’ blood loss had persisted, and the abnormal uterine tension 
a was not inconsistent with concealed hemorrhage. 
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During the subsequent 17 days’ total rest in bed in hospital, the 
daily external blood loss continued ; the uterus gained in tension and 
in size; in 17 days one month’s enlargement had proceeded at twice 
the rate of a normal pregnancy. 

From a proportionate uterus on April 3 a disproportionate uterus 
developed between April 3 and April 20, with abnormal tension 
throughout. 

Disproportion reigns as a rule during the course of cases of 
hydatid mole; consequently a uterus of normal or proportionate size 
has been a rare discovery, attributable specially to the rarity of the 
opportunity and not solely to the rarity of the occurrence, 1.e., if 
undersize precedes oversize. 

This solitary observation of a uterus of proportionate size, but of 
abnormal tension, cannot be accepted without prominent recognition 
that the abnormal tension was ample evidence of the oft-repeated, or 
continuous, accessions to the intrauterine retained blood without 
which, as the whole specimen shows, the uterus would have been 
undersized and of lower tension, 7z.e., of soft and boggy consistence. 

The photograph of the whole uterine contents shows (1) the 
complete decidua; (2) the firm blood-clot partly separate from and 
partly incorporate with (3) the mole, well formed and vesicular 
throughout. 

The firm blood-clot approximately contributed a little more than 
one-half of the whole uterine contents, - 

The clinical record is by no means characteristic of hydatid mole; 
similar intra-uterine blood retention with its local physical effects on 
the tension and size of the uterus may precede and attend an abortion. 


Case 1. The size of the uterus, temporarily, 7.e., when first 
observed, proportionate to the period of pregnancy, 3 months; 
3 months under observation, increasing in 17 days to 4 months. 

Hydatid mole: the combined weight of the mole and of the firm 
blood-clot 1 1b. 1 oz. 

A.F., aged 26; 9 years married; 6 pregnancies; 3 children (the 
third born in September 1909), and 3 abortions (the last one 3 years 
age). Menses regular, 4-5/28 days. 

The molar pregnancy dated from the first week in January 1911. 

Its history: vomiting; impaired general health; bearing down 
pain and a daily loss of blood of a dark-brown colour during the 
final 3 of the 12 weeks’ pregnancy. 

The patient was admitted into the Hospital for Women on April 
3 1911. 

Its physical signs: on admission, the size of the uterus was not 
inconsistent with a normal gestation; the tension of the uterus was 
abnormally high. Between the 3rd and the 20th of April a more 
rapid increase in the size and the tension of the uterus was 
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observed and ascribed to further intra-uterine hemorrhage and blood 
retention. 


Its treatment: on April 20 a No. 9 gum-elastie bougie was 
placed in utero. 

On April 23, after 64 hours, the expulsion of the uterine mole 
and blood-clot was completed. ‘The mole was foetid. 

After-progress: on the first day the temperature rose rapidly to 
105°, and the pulse to 160; both equally quickly became normal in 
the otherwise undisturbed convalescence, 


Grove B. Urerus Unprersizep (16 Cases), 


The first object lesson in undersize, at the time regarded as 
exceptional, was the result, on July 18 1893, of the treatment of the 
patient (Case i, Group B), from whose uterus a perfectly developed 
hydatid mole was expelled 15 days beyond the calculated full term 
in response to the action of intra-uterine bougies. In this instance 
the quiescent 5} months uterus had been observed for over one and a 
half of the later months of gestation. 

Out of a total of 23 cases, this group of 16, in which undersize of 
the uterus was recorded demands a due appreciation of this feature 
in the clinical history of hydatid moles. 

The variable duration of the gestation history of each is stated : 
in 9 cases, from the full term to 7 months; in 4 cases, from 6} months 
to 5 months; in 3 cases,from 4} to 3 months. 

Frequent quiescence (Cases i, ii, iv, v, vi, vil, ix, xi) and 
occasional recedence (Cases iii, x, xv*) accord with the accuracy of 
most writers in their description of the consistence of the uterus as 
softer and more boggy than normal. 

Five bimanual examinations at long intervals clinically confirmed 
the continuous undersize of the uterus in Case xii. 

The remaining moles (Cases vili, xiii, xiv, and xvi) were pro- 
portionately small. The largest mole in the group was from Case viii; 
it was unequal in size to the 7} months’ history. 

In the majority (9 cases) there was ample time for activity during 
the untreated stages of their long course to the 7th month and 
upwards. 

In the minority (7 cases, i.e., in the 3 cases under 4}months and 
in the 4 cases under 6} months) any possible future progress from 
undersize to oversize was checked, either spontaneously or by treat- 
ment, 

As observed and reported, 16 cases of hydatid mole were charac- 
terized by an undersized uterus, both when first examined and when 
spontaneously relieved or radically treated. 


*The grooved peritoneum observed during the ovariotomy for a large cyst- 


adenomatous tumour in Case XV, was ocular proof of intra-uterine shrinkage or 
recedence. 
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These cases and specimens, now collectively produced for publica- 
tion, are adequate grounds for an attempted affirmation that uterine 
undersize is the more frequent disproportion. 


Case 1. Disproportionate: 15 days beyond the full term: under- 

sized ; 53 months’ uterus. 

This exceptionally complete hydatid mole when expelled afforded 

an object lesson on uterine quiescence and undersize. 

On July 18 1895 the 5} months’ uterus, loaded with a soft solid, 

was known by Dr. Joseph Matthews, of Blundellsands, to have been 

stationary in size for 1} months. 

Hydatid mole: weight, 200zs.; dimensions, 6} x5}x38 inches; 

expelled on July 18 1893, 15 days after the calculated full term of 
pregnancy, July 3 1893, and 7} hours after four bougies had been 
placed in utero. The decidual envelope is exceptionally intact; 
here and there are one or more molar vesicles, bared by perforation 
or by thinning and laceration; abundant grape-like vesicles fill the 
decidual cavity; the amnion is visible in patches detached from the 
chorion; there is no trace of a foetus. 

Mrs. B., aged 32; one child. 

The molar pregnancy dated from September 26 1892. 

Its history: in consequence of a slight hemorrhage on May 26 
1893, an examination was made; a small clot was found in the 
vagina; the uterus was then below size as a 5} months’ gestation with 
a 7} months’ history. After three weeks’ rest in bed the hemorrhage 
ceased. The full term of pregnancy was due on July 3. The 
bleeding recurred on July 12 to July 18, 9 to 15 days beyond the 
expected full term of pregnancy. 

Its physical signs: the fundus uteri reached, at the end of May, 
as far as the lower margin of the umbilicus and remained at the same 
level till July 18. 

Its treatment: four gum-elastic bougies, 10, 11, 12 and 18, 
English scale, were placed in utero on July 18 1893; 73} hours later 
the molar mass was expelled entire. Convalescence was uncomplicated. 

After-history: three healthy children have been born since the 
molar gestation—(1) 11 years, (2) 9} years, (3) 6 years of age. Report 
on December 12 1906. Patient herself in good health, October 1911. 


Case 11. Disproportionate: full term: undersized; 3} months’ 
uterus, 

The specimen is similar to that of Case i, but a less fully-developed 
hydatid mole. (Presented by Dr. Edis, June 24 1908.) 

Mrs. ... , aged 30; 10 years married; 3 abortions; 3 children, 
one stillborn; the youngest child is alive and 14 months old. 

The molar pregnancy ended spontaneously at the full term. 
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Its history: no hemorrhage; a little pain in the lower abdomen 
was the only symptom. The mole weighed 5} 0zs., and measured 
3x5 inches; well-formed chorionic vesicles were found distributed 
here and there throughout the chorion; the amnion was preserved. 


111. Disproportionate : over 9 months: undersized ; 10 weeks’ 
uterus. 

The hydatid mole of small size, retained until digitally removed 
at the full term, illustrates uterine quiescence and uterine recedence 
in a case of hydatid mole. The mole itself was not preserved. 

KE. C., aged 24; 6 years married; 3 children—aged 5, 43, 5 years. 
Regular menstruation until July 1902. 

The molar pregnancy. Its history: after two menstrual periods 
(August and September 1902) had been omitted there commenced and 
persisted, with intermissions of 14 days to 1 day, for 7 months, a 
slight loss of blood of a dark-brown colour with frequent small clots. 

Its physical signs: in January 1903, after 4 months’ hemorrhage, 
she was examined and reported to be pregnant at an early stage. 
She thought her pregnancy receded ; she had slight lumbar pains and 
a sense of weight in the lower abdomen. On May 14 1903, beyond 
the 9 months (2 of suppression and 7 of bleeding), a general anemia 
from the total blood losses had developed. The patient was examined 
at 2p.m., and her uterus was said to be sub-involuted; the same 
night the hemorrhage increased. 

Its treatment: on May 30 1903 Dr. A. St. John Wright asked 
Dr. Briggs to see her; the cervix was dilated by metal dilators and 
the small hydatid mole was digitally removed from a uterus judged 
to be 10 weeks in size with a 9 months’ history. 

After-progress: since the molar pregnancy she has borne 4 
children; of these the first was born 11 months after the removal of 
the hydatid mole. In June 1911 her 9th pregnancy had reached 
the fifth month; she was in good health. 


Case tv. Disproportionate: 38*/, weeks’ menstrual suppression : 
undersized ; 3} months’ uterus. 

Hydatid mole: weight, 3 ounces. 

M.R., aged 25; 7 years married; 3 children, the youngest aged 
2 years and 8 months. Menses: formerly 4 days every 4 to 6 weeks. 

The molar pregnancy dated from the cessation of her last 
menstruation on July 3 1910, 

Its history: her general health was not impaired; she applied at 
the Hospital for Women as an out-patient because of a 38°/, weeks’ 
menstrual suppression. 

Its physical signs: on admission, March 29 1911, (1) the cervix 
and the body of the uterus were both firmer than normal; (2) the 
latter was enlarged to 3} months, 


> 
. 
4 


6 Journal of Obstetrics and Gynecology 


Its treatment: next day a No. 8 shortened male gum-elastic 


bougie was passed into the uterus; at the end of 30 hours the mole 
was expelled. 


Case v. Disproportionate: 8 calendar months: undersized; 4} 
months’ uterus. 

The hydatid mole is a well-formed compact mass; weight, 5} ozs. ; 
dimensions, 4} x3} x 13 inches; expelled 19 days after an ovariotomy 
for a large cyst-adenoma of the right ovary, 

A. B., aged 29; 12 years married; 6 children, the youngest child 
2 years of age; no abortions. 

The molar pregnancy covered an 8 months’ menstrual suppression. 

Its history: the vomiting had been more severe than during any 
previous pregnancy. She had had throughout a bearing down pain 
in the lower abdcmen. There was a large ovarian cyst-adenoma and 
a history of pain in the right groin. 

Its physical signs: a 4} months’ uterus lying underneath the 
large ovarian cystic tumour; the combined abdominal enlargement 
was equal to that of a 7} months’ pregnancy. 

Treatment : March 5 1901, ovariotomy for the tumour of the right 
ovary; the left ovary was normal. The expulsion of the mole on 
March 24th, after a slight daily hemorrhage for one week, occurred 
during the convalescence from the ovariotomy. 


Case vi. Disproportionate: 8 calendar months: undersized; 
4} months’ uterus. 

Hydatid mole: weight, 11 ozs. 

L.C., aged 27; 9 years married; 4 children, the youngest aged 
2 years. The patient was a thin, spare woman, in good health. 

The molar pregnancy dated from 8 months before her admission 
into the Hospital for Women, on March 4 1902. 

Its history: the patient thought she was pregnant; there was 
morning sickness in the early months; from the third month onwards 
she repeatedly observed a brown vaginal discharge of brief duration 
after strain or exertion. 

Its physical signs: the uterus was the size of a 4} months’ 
pregnancy; its consistence was soft and flabby. 

Treatment: the mole was expelled 36 hours after three shortened 
gum-elastic bougies had been lodged within the uterus. 


CasE vit. Disproportionate: 33} weeks: undersized; 10 weeks’ 
uterus, 

Hydatid mole: weight, 2} ozs.; dimensions, 1'5/,, x 13 x 33 inches. 

Mrs, W., aged 32; 7 years married ; 2 children—(1) instrumental, 
(2) normal labour. Menses, 1-2/28 days. 

Previous history: after her second confinement she was in bed 
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three months with “ inflammation of the womb and abscesses of both 
breasts.” 


The molar pregnancy dated from the cessation of the last day of 
menstruation on July 18 1905. 

Its history: morning sickness continued until the end of October. 
At the end of October, after a drive in a dogcart to the station to 
meet a friend, she fainted on her return home and remained 
unconscious for a brief period. She regained consciousness and went 
to bed. Thereafter, she stated, the morning sickness ceased and her 
abdomen did not increase in size. 

Treatment: she was referred by Dr. O’Connor, of St. Anne’s-on- 
the-Sea, at the end of 334 weeks, on March 8 1904, to Dr. Briggs, 
who emptied the 10 weeks’ uterus of the hydatid mole. 

After-history: a healthy living child was born on September 16 
1906; the patient is in good health in August 1911. 


Cask Disproportionate: 74 calendar months: undersized ; 
6 months, 

Hydatid mole: weight, 2 lbs. 4 ozs. 

Mrs. B., aged 27; no abortions; 4 full term children, the last 
child born November 15 1908, 

The molar pregnancy dated from November 30 1909, the last of a 
three days’ natural menstruation. 

Its history: dark blood-stained discharge occurred daily, and 
an occasional clot from March 31 1910, the end of the fourth month, 
onwards. 

Its physical signs: at the end of the 7th month, in June, the 
midwife reported a 6 months’ uterus. 

Treatment: July 15 1910, a spontaneous expulsion of the large 
molar mass; the patient, on July 16, was sent into hospital as a few 
molar vesicles and blood-clots had been found in the vulval dressings ; 
in hospital the uterus was digitally emptied and found to contain 
only small loose masses of blood-clot and very few vesicles. 


After-history: June 14 1911, the patient is in good health; she 
has since borne one child. 


. . 
Case 1x. Disproportionate: 7 months: undersized; 3 months’ 
uterus, 


The hydatid mole is a complete one. 

Mrs. L., aged 47; 7 healthy full term children; no abortions; 
youngest child aged 7 years. 

The molar pregnancy dated from 7 months previously. 

Its history: pains about the waist and in the epigastrium; 
headache; nervousness and irritability; a feeling of illness; she had 
no thought of pregnancy, but of the change of life. 

Its physical signs: Dr. Wright examined her, and found a 
3 months’ uterus and the urine highly albuminous. 
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Treatment: she did not improve; she had one eclamptic con- 
vulsion; the mole was expelled spontaneously. 

After-progress: she regained perfect health, never again 
menstruated and is now quite well (October 1911). 


Case x. Disproportionate: 6} months: undersized; 4 to 5 
months’ uterus; recedence noted. 

(Notes by Dr. Irvin Sellers, of Preston.) 

Mrs...., aged 49; 10 children; 2 abortions; 1 miscarriage at 
63 months. 

The molar pregnancy dated from September 1910, 

Its history: at the age of 49 the patient believed she was not 
pregnant; she felt irritable and nervous; a daily hemorrhage set in 
early in the fourth month and she was in bed for 12 weeks. 

Its physical signs: early in the fourth month, when the bleeding 
commenced, the disproportionate size was less striking than at the 
fifth month onwards. 

Treatment: at 64 months a bougie was placed in utero and the 
mole was expelled two days later. 


Case x1. Disproportionate: 5 months: undersized ; 11 weeks from 
the size of mole. 

Hydatid mole: weight, 3} oz. 

The grape-like vesicles of variable size are abundant. In a firm 
blood-clot a portion of the mole was embedded. There was no trace 
of a foetus, 

The specimen was presented in 1901 by Dr. Philip Nelson, who 
reported that the first haemorrhage occurred and preceded the 
spontaneous expulsion of the mole at the end of the fifth month. 
The hemorrhage was severe. 


Case xut. Disproportionate: 5 calendar months: undersized ; 
34 months’ uterus. 

A hydatid mole; its clinical course was scrutinized on _ five 
occasions; on each bimanual examination the uterus was undersized. 

Mrs. R. L., aged 23; married on December 5 1901. 

The molar pregnancy dated from the last of a three days’ 
menstruation on December 15 1901. 

Its history: from the end of a 6 weeks’ menstrual suppression 
onwards there occurred irregular and intermittent blood losses. 

Its physical signs: on March 23, in the 14th week, the uterus 
was only the size of a 2 months’ gestation. 

Treatment: for the hemorrhage she remained at rest. On 
May 21 the mole was spontaneously expelled; in the meantime the 
uterus continued to enlarge, but throughout was relatively under- 
sized. 
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After-history: for irregular uterine hemorrhage the uterus was 
curetted on July 81902. The first subsequent pregnancy terminated 
in the birth of a healthy female child at the full term in 1905. 
There have been 4 healthy children since born. 


Case xu. Disproportionate: 22 weeks: undersized; 19 weeks’ 
uterus, 

Hydatid mole: weight, 43 ozs.; dimensions, 57 x 23 x 18 inches. 

F.E.J., aged 32; 8 months married; the wife of a labourer at 
the Cold Storage Depot. Menses, 2/28 days; date of marriage, 
January 23 1904; the usual period occurred on February 6, 14 days 
overdue, and ceased on February 8; the next period was similarly 
delayed till March 22, and ceased on March 24. 

The molar pregnancy dated from March 24. 

Its history: discomfort in lower abdomen; morning sickness; 
after 2 months’ menstrual suppression, near the end of May, a blood 
loss commenced and continued until after the hydatid mole was 
manually removed through the naturally dilated cervix on August 26 
1904, exactly at the end of the 22nd week of gestation, 

Its physical signs: on admission, August 25, the uterus was 
enlarged, its fundus exactly three fingers’ breadth below the lower 
margin of the umbilicus; the cervix was dilated and through it 
hydatid vesicles and blood-clot were withdrawn by the examining 
finger. 

Treatment: manual separation and extraction of the molar mass. 

After-progress: Her general condition was fair; on admission the 
temperature was 99°4°, and after the uterus was emptied 101°, and 
subsequently normal. When she left the hospital on September 7, 
there was a faint reddish discharge from the uterus. 


After-history : December 11 1905, in good health; no subsequent 
pregnancy, 


Case xtv. Disproportionate: 18 weeks: undersized; 12 weeks’ 
uterus, 


A small hydatid mole: weight, 20zs.; dimensions, 3x 1% x1} 
inches, 

The ovoid mole of smal] size has retained its decidual covering ; 
externally, minute vesicular perforations are observable on the 
decidua, and through a vertical tear in one of its quadrants 30 molar 
vesicles are hanging by their stalks. By microscopical examination 
hemorrhages were found outside the chorion within the decidua. 

Mrs. W., aged 26; 4 years married; 2 children. A good recovery 
followed her first confinement. After her second confinement (May 
26 1900) she went for a carriage drive on the fifteenth day; on the 
following day there was considerable uterine hemorrhage; sub- 
involution; subsequently general weakness; still later, persistent 
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leucorrheea and endometritis; both were treated. Menstruation 
afterwards regular, 4-5/21 days, painful and marked by clots. 

The molar pregnancy dated from the cessation of the last period 
on December 7 1900. 

Its history: on April 17 1901, after 18 weeks of gestation, the 
patient reported a vaginal discharge, at first watery, then pale red; 
there were also headache, insomnia, palpitation and vomiting. 

Its physical signs: the uterus, the size of a three months’ 
pregnancy, was more firm in texture. The cervix showed glandular 
erosion. After the vaginal examination several vesicles were dis- 
charged amidst more profuse hemorrhage. 

Its treatment: next day the well-marked vesicular mole was 
removed by Dr. West, mainly from the vagina into which it had 
been expelled; only a few slight uterine attachments required to be 
loosened. A mild fever occurred in the first week. 


After-history: on December 21 1902 a healthy male child was 
born. 


Case xv. Disproportionate: 44 months: undersized; 4 months’ 
uterus. 

Hydatid mole: weight, 8 0zs.; dimensions, 5 x 15x38 inches; the 
right ovary measured 4 x inches; the left ovary 3} x3} inches. 

S.G., aged 29; 6 years married; no abortions; 2 children; each 
of the two labours was instrumental; a lacerated cervix was noted 
after the first labour. Her general health was good. She was 
admitted into the Hospital for Women, Liverpool, on May 21 1902, 
at the request of Dr. Edward Gray, of Crewe, who had discovered the 
bilateral ovarian cystic disease and pregnancy. 


The molar pregnancy—her third pregnancy—dated from the 
cessation of the last menstruation in the middle of January 1902, 

Its clinical features: (a) excessive vomiting; early in April, 
z.e., during the third month, there was a temporary cessation after 
medicinal treatment; a month later the vomiting returned, and 
finally ceased by the middle of May, after she had been in bed for 
14 days. (b) slight hemorrhage, first observed early in May; 
hemorrhage entirely absent during the last week of May. 


Its physical signs: the whole uterus—the fundus at the umbilical 
level—was raised forwards by the two cystic ovarian tumours lying 
beneath it within the pelvis and the lower abdomen. 


Treatment: on May 20 1902, during the ovariotomy by Dr. 
Briggs, assisted by Dr. Arthur Wallace, the following abnormal 
physical features were compared with those of the enlarged uterus 
of a normal pregnancy—(1) the serous coat was grooved from 
shrinkage of the uterine contents; (2) the uterus was undersized for 
the 4} months’ history of the pregnancy. 
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Post-operative progress: on the third day the mole and blood- 
clot were expelled. 


After-history : the patient was in perfect health on May 15 1911. 


Case xvi. Disproportionate: 3 months: undersized; 10 weeks. 

Hydatid mole. 

E. B., aged 27; a healthy woman; the wife of a clerk; four years 
married; 2 healthy children, aged 3 and 1 years, born since an 
abortion in July 1899 between the second and third months of her 
first pregnancy. 

The molar pregnancy. Its history: since her confinement on 
January 3 1892 the menses were totally absent except for a slight 
show on one day in November 1892. She had weaned the infant in 
July. Pregnancy was dated from early in November, and early in 
December bleeding commenced and continued without intermission 
until her admission into the Hospital for Women. 

Its physical signs: an enlargement of the uterus equal to the 
10th week of pregnancy. The patient was anesthetized on 
February 9, and the mole was removed by Dr. Briggs, 

After-history : September 4 1903. She has since had 6 children, 
and recently an abortion; she is in excellent health. 


Grover C. Urerus Oversizep (4 Cases). 


In each of the two Cases i and ii the total size of the uterus 
attained was in excess of the bulk of the hydatid mole: intra- 
uterine hemorrhage contributed to the uterine enlargement; the 
exact extent of the contribution defied calculation because a portion 
of the blood was inseparably incorporated with the mole, and the 
larger portion of free and collected blood belonged to the process of 
separation immediately preceding and actually attending the expul- 
sion of the mole. 

In each of the Cases iii and iv the molar mass itself appears to 
the naked eye to have been sufficient to account for the size of the 
uterus, but each mole on microscopical examination was found to be 
mixed with blood. 

In Case iv the clinical history is probably inexact in a single girl, 
aged 17 years. 

In 1890, Dr. Aust Lawrence reported at the Obstetrical Society 
an eight months’ uterus with a two months’ history and ascribed the 
excessive enlargement to concealed accidental hemorrhage and the 
diseased chorion. 

In March 1909, at the Obstetrical and Gynecological Section, 
Dr. Blacker apparently disposed of any uncertainty as to the 
occurrence of oversize of the uterus from the hydatid mole itself; 
the hydatid mole was exhaustively described by him and figured in 
section within the oversized uterus: his complete examination ex- 
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cluded any appreciable amount of concealed hemorrhage in the 
markedly oversized uterus one inch above the umbilical level with a 
19 weeks’ history on July 18 1908. 

Findley’s table of 210 cases in the March number of the American 
Journal of Obstetrics, 1905, includes Dr, Aust Lawrence’s case of 
concealed hemorrhage; and in the second of his own 2 cases Findley 
described the oversized uterus, removed by himself, as containing 
a firm blood coagulum in which the hydatid mole was enveloped. 


Case 1. Disproportionate: 18} weeks: oversized; 5-7 months’ 
uterus; rapid increase in two days. 

Hydatid mole: well-formed large vesicles; weight of mole, 
1 1b. 15 ozs., and of blood-clot, 2 lbs. 2 ozs, 

Mrs. F., aged 36; one stillborn child at the full term of her first 
pregnancy. 

The molar pregnancy dated from the termination of the last 
menstruation a little before Kaster (Haster Day, April 20 1908). 

Its physical signs: on August 28th the pregnancy had reached 
18} weeks. Dr. G. F. R. Smith estimated that the uterus was a 
little undersized when he examined the patient in the out-patient 
room; she was admitted into hospital the next day, August 29; the 
uterus was reported to be a 5 months’ uterus; during the next two 
days it became a 7 months’ uterus in size (August 31 1908). 

Treatment: on September 1, 1 1b. 15 ozs, of mole and 2 lbs. 2 ozs. 
of blood-clot were removed from the uterus by Dr. R, A. Hendry, 
who found when he commenced its manual removal that the mole 
was partly decomposing and was partly protruding from the uterus. 

Notrr.—tThere is no date of the onset of the slight continuous 
bleeding per vaginam and no date of the onset of the edema of the 
lower limbs; the albumen in the urine speedily vanished after the 
close of the molar pregnancy. The known undersize of the uterus 
was too momentary for classification as undersize. 


Case 11. Disproportionate: 4 calendar months: oversized; 
5 months’ uterus. 

Rapid increase in the size and the tension of uterus preceded the 
induced expulsion. 

Mrs. L., aged 33; 11 years married; 1 abortion; 3 children. 

The molar pregnancy dated from the cessation of the last 
menstruation on September 21 1907. 

Its history: at the end of 2 months (in November) there was a 
faint blood loss; in December the blood loss was repeated, and in 
January, after a severe hemorrhage for two days, a daily loss of 
blood continued until her admission into a private nursing home on 
January 26 1908. She was then in good health. Morning sickness 
had not been excessive. 
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Its physical signs: the uterus was appreciably larger than that 
of a normal pregnancy; the uterine walls were tense; the diagnosis 
of hydatid mole with intra-uterine hemorrhage was made. 

Treatment: on January 27, at 5 p.m., two shortened gum-elastic 
bougies were inserted in utero; uterine contractions were first noticed 
at 9p.m.on the 28th; at1-5a.m. on the 29th the hydatidiform mole 
was expelled. At 11-45a.m. Dr. Briggs saw the patient, and after 
chloroform had been administered he removed digitally the retained 
remnants; in all 1x1} inches of the molar mass. 

After-progress : the local conditions were watched by Dr. Aylmer 
Lewis; menstruation was excessive until April 1908. After July 3 
1908 menstruation was again suppressed; on March 9 1909 two 
healthy twin children were born a little beyond the 8th month of 
gestation; three weeks before this labour there was a solitary 


hemorrhage, possibly from a placenta previa, but the latter was not 
proved. 


Case 11. Disproportionate: 3} months: oversized ; 4 months, 

Hydatid mole: well-formed with embedded blood-clot; weight, 
10} ozs.; abundant vesicles, recognizable portions of decidua and 
blood-clot. 


Mrs. McC., aged 34; 12 years married; 5 children; 1 abortion 
12 months previously. 


The molar pregnancy dated from June 15 1910 when the last 
menstruation ceased. 

Its history: during the next 3 months there was no bleeding; 
vomiting was excessive; there was shivering, also a local chilliness 
in the abdomen. On September 20 a blood-stained watery discharge 
began and persisted until the expulsion of the mole on September 23. 
She thought her abdominal enlargement was noticeable. 

After-history: October 26 1911, in good health and normally 
pregnant at the 6th month. 

(Specimen presented by Dr. Willett and Dr. R. S. Taylor.) 


Case tv. Disproportionate: 4 weeks and 6 days: oversized; 6 
weeks’ uterus. 

M.G., single: aged 17: a tobacconist: menses regular 3/28 days. 

_ The molar pregnancy in an anemic girl who said she had not 
missed a menstrual period and that the bleeding began 6 days before 
her admission to hospital on September 17 1908. 

Its history: the uterus was enlarged to the sixth week of gesta- 
tion: the uterus was barely oversized. The mole in process of 
extrusion was digitally extracted on September 17 1908. 

After history: in good health January 1910. 

Grove D. Hyparrp More ann Cases). 


In a series of 23 cases there were only two of hydatid mole with 


chorio-epithelioma: in each of the two cases concealed hemorrhage 
was a marked feature. 
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Case 1. The hydatid mole is relatively smaller than the corres- 
ponding period of the pregnancy. 

Mrs. B., aged 43, gave a normal menstrual and obstetrical 
history: free from abortions: she had borne 10 children. During 
many recent months, her husband’s intense business worry had 
disturbed her general health: her nights had become almost sleep- 
less: she had lost flesh: when pregnancy occurred she loathed its 
continuance. The commencement of the pregnancy was either 
May 9 or June 30 1900, the latter was the last day of a delayed and 
curtailed blood-loss. On and after September 7 the pregnancy was 
complicated by continuous hemorrhage which further reduced the 
feeble general health of the patient, until an almost death-like pallor 
of the lips was observed on October 12. On this day Dr. Briggs was 
asked to see her with Dr. Francis Johnston of Birkenhead: the 
uterus was judged to be harder than the normally pregnant uterus : 
smaller than the average size of a pregnancy dating from May 9 
and larger than that of a pregnancy dating from June 30: ballotte- 
ment was absent. The provisional diagnosis of hydatidiform mole 
was made and three gum-elastic bougies were placed in utero as it 
was feared that the loss of blood from immediate digtial extraction 
might be fatal. The mole was expelled on the evening of the next 
day. Then followed a month’s slight and continuous blood-loss, 
occasional rises of temperature, and no improvement in general 
health. On November 12 Dr. Briggs again visited the patient and 
digitally explored the interior of the uterus wherein was found an 
excavating ulcer with indurated raised edges. Between November 12 
and November 28 the fever became higher; as no improvement in 
the general health was possible without operation, on November 28 
the uterus was extirpated per vaginam. The patient only survived 
the operation 8 days. A necropsy was not allowed. The morbid 
condition of the uterus was thoroughly investigated by the Gyneco- 
logical Fellow in Pathology, Mrs. Budden. The disease was chorio- 
epithelioma. 


Case 1. A.E., aged 31 years: 7 years married: 3 children, the 
youngest aged 2 years: 3 abortions, the last three years ago. Mens- 
truation regular, 4-5 days every 28 days: good general health 
previously. 
The molar pregnancy dated from the last day of the last normal 
menstruation on November 16 1906. 
Its history: after 2 months a blood-loss except for 3 days con- 
tinued from January 16 to February 16 1907: on the latter day she 
was admitted to hospital. 

Its physical signs on admission: right obliquity of the uterus: 
a smooth tense uterine enlargement: the fundus uteri one inch above 
the umbilicus as at the end of the 6th month. The patient was 
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seriously ill: blanched and sallow: her pulse 120 and her tempera- 
ture 100: the blood-loss persisted and the pulse rate increased. 

Its treatment: uterine expulsive pains were excited by the 
introduction of three gum-elastic bougies on February 16 1907. 
Next day the molar mass was expelled together with a large quantity 
of old blood. This was at the end of the third month of molar 
gestation. The molar mass is represented life size in the right-hand 
jar. The larger collection in the left-hand jar consists of blood 
and illustrates the extent of the intra-uterine bleeding which 
preceded and attended the expulsion and partly accounted for the 
high tension and the abnormally large size of the uterus at the end 
of the third month. 

After-progress: Convalescence was delayed by fever, general 
weakness and local fetor. For the local foetor an intra-uterine 
douche was occasionally given. On March 16 the patient’s tempera- 
ture was normal and she left the hospital for the convalescent home. 
In April the menstrual period lasted 16 days. In May 3 to 4 days 
without clots. In June large clots came away and daily bleeding 
recurred until she was readmitted to the hospital on June 18 1907, 
with a fluctuant, fixed swelling 2 inches in diameter in the right 
iliac fossa, and a large hard, mobile uterus. She looked ill. An 
exploration of the uterine cavity revealed a chorion carcinoma. 
Operation, abdominal section, 21/6/07, removal of the uterus and 
both appendages as shown, life size, in the drawing. In the right 
ovary was an abscess with 1} ozs. of foetid pus. 

After history: the patient is in excellent health in January 1912. 


SumMMary. 


It is not impossible—it is unlikely—that a series of 23 cases in 
which the features and associations of hydatid mole are otherwise 
so extensively embodied and confirmed, will prove to have been 
exceptional in the prevalence of the one physical feature of undersize 
of the uterus. 

Undersize of the uterus in 16 cases with frequent quiescence and 
occasional recedence of the mole in the series of 23 widens the differ- 
ential diagnosis in cases of missed abortion and intrauterine death 
of the fetus and modifies the current and contrary statements. 

In oversize of the uterus the part played by concealed intra- 
uterine hemorrhage is apparently higher in frequency and greater 
in effect than has been generally stated. 

The tendency of cases of hydatid mole towards malignancy comes 
out in the series with a diminished ratio: this fact may be cited 
although excluded from the scope and intention of the paper. 


AppenpiIx Hypatip Mote. 
(The incomplete and valueless records exclude 3 cases from the whole 
of the author’s experience in cases of hydatid mole.) 
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Caserx. A.D., aged 26: thin, pale and delicate looking: — years 
married. 

Previous history: in November 1892 the right kidney had been 
removed by Sir William McCormac for hydronephrosis and calculus. 

The history of the molar pregnancy dated from May 3 and bleed- 
ing commenced on August 3. Incomplete spontaneous expulsion of 
the mole: the remainder was digitally removed on September 2 1895. 
The diagram on the hospital case-sheet indicates the size of the 
uterus, when the patient was first examined, a little larger than the 
normally pregnant. four months’ uterus. September 4 1903 attempts 
to trace the patient entirely failed. 


Case ur. ELH, aged 24, of rather delicate health, the mother of 
one child aged 13 months born one year after marriage. 

The history of the molar pregnancy covered a period of 3} 
months, six weeks’ menstrual suppression and 8 weeks’ hemorrhage. 
The mole was expelled on November 19 1894, in my absence: the 
specimen was not preserved. 

After-history : September 4 1903, she has since had four children 
and is in good health. 

Case ur. About three years ago a case of hydatid mole was 
examined in out-patients : a note of the undersized uterus was made : 


the mole was expelled: she was obstetrically treated at home: the 
mole was not preserved. 


Acknowledgment: hearty and grateful thanks are tendered to 
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On Fat and Fat Crystals Occurring in the Ovary. 


By J. Stirring Youne, M.D., 


Late House Surgeon, St. Mary’s Hospital for the Diseases of 
Women and Children. 


By employing Nile blue sulphate and Weigert’s method for staining 
myelin in the sheaths of medullated nerve, I studied the fat of the 
ovary, using the ordinary fat stains as confirmatory tests. In 
staining according to Weigert’s method frozen sections were treated 
with two strengths of potassium dichromate solution, (i) a 2 per cent. 
solution, which was used at the temperature of the room, and (ii) a 
saturated one at 37°C. Several sections were placed into the 
dichromate solutions and one was examined at the end of 12, 24, 
48 hours, also at the end of a week, and so on till the end of 10 
months. After washing the chromated sections in water, they were 
stained with Kulschitzky’s hematoxylin for 24 hours, and differen- 
tiated for another 24 hours with Weigert’s borax-potassium- 
ferricyanide solution. After a final rinsing in water, sections were 
mounted in a warm solution of glycerin and gelatin, or, after 
dehydrating, in Canada balsam. Other hematoxylins used were 
Khrlich’s, Delafield’s, hemalum, and iron hematoxylin and a simple 
watery solution of logwood. 

In 1906 Professor Lorrain Smith pointed out that the principles 
underlying the Nile-blue method of staining are due to the fact that 
neutral fat is hydrolysed by the exposure to the air, liberating 
glycerin and a fatty acid, and that the latter combines with the 
colour base. If a section containing fat is treated with Nile-blue 
sulphate in watery solution (which contains both a basic radical, 
staining a blue colour, and a neutral modification of the base having 
a certain degree of red fluorescence, which dissolves in fat and stains 
it red), globules of neutral fat are stained red and those of acid fat 
blue. The red substance formed in the watery solution of the dyes 
has been shewn to be a decomposition-product of the Nile-blue 
sulphate base. 

In the ovary fat occurs chiefly in the neutral form and is to be 
found in the corpus luteum, corpora albicantia and fibrosa, primor- 
dial and Graafian follicles, lymphatics and in the degenerated walls 

of blood-vessels. Stained with Nile-blue sulphate fat globules in 

the lutein cells of the corpus luteum appear as minute red globules, 

and are often peripheral in distribution thus leaving the area round 
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the nucleus free. As the corpus luteum shrinks, the cells shrivel up, 

and fat escapes into the neighbouring lymphatics, and thence into 

larger lymphatics outside the lutein layer of cells. After the 

disappearance of all cellular elements, and after the fine reticulum 

(so closely arranged as to appear like a hyaline matrix) is formed, 

the fat globules occupy accidental spaces and clefts. The fat assumes 

a reddish purple colour and is often crystalline in this situation. 

It is in the lymphatics where the fat globules attain their largest 

proportions; and, being granular in appearance, they resemble 

compound granular and ‘foamy’ cells. Another common situation 

for fat to occur is in the deeper layers of the membrana granulosa 

of Graafian follicles shewing simple cystic degeneration, and being 
neutral fat, it stains red with Nile-blue sulphate. Nile-blue picks 
out the fatty area of the degenerated ovum of the primordial follicle 
undergoing retrogressive changes, quite as clearly as Sharlach Rot. 
The internal middle coats of blood-vessels, in the neighbourhood 
of retrogressive corpora lutea, are also stained red by Nile-blue. Of 
particular interest is the fact that fatty degeneration was frequently 
observed in the coats of vessels supplying blood to the corpus luteum, 
2.e., in the afferent vessels. Had this occurred in efferent vessels, the 
cause would have been less difficult to explain. 

Fat stains bluish-black after employing Weigert’s method of 
staining the sheath of medullated nerve. The explanation of this 
staining affinity is that unsaturated ‘fats are capable of being 
oxidised by potassium dichromate, and substances are formed which 
combine with the oxide of chromium. These compounds of fat and 
chromium oxide are capable of forming a lake with hematoxylin, 
and are probably not true salts, but comparatively unstable addition- 
products, 

After prolonged action of the potassium dichromate fat no longer 
stains, whereas the ground-tissue elements take on the stain, 7e., 
exactly the reverse of the results obtained by the usual Weigert’s 
process. Professor Lorrain Smith, Drs. Mair and Thorpe have 
advanced the theory that potassium dichromate solution, by pro- 
longed action, tends to oxidise unsaturated fat compounds into 
substances either incapable of forming a chromium lake with hema- 
toxylin, or else, into chromium salts soluble in water, and therefore 
removable by the action of the solvent. 

Contrasted with the method of prolonged exposure to potassium 
dichromate, I found that fat in the ovary stained quite as well 
without the initial employment of the dichromate; on the other hand 
fat in other organs failed to stain, due to this omission. The 
explanation of this staining affinity lies in the fact that calcium 
(occurring in the form of calcium soaps), takes the place of the 
chromium ; it is, however, necessary to use a solution of hematoxylin, 
made according to Kulschitzky’s formula, but without the addition 


q 
‘ 
: 
: 


Young: Fat and Fat Crystals in the Ovary 19 


of acetic acid. In support of this observation, I obtained definite 
bluish-black staining results in connection with the fatty changes 
occurring in a calcified aorta by merely treating sections with 
Kulschitzky’s hematoxylin, minus the acetic acid, and then differen- 
tiating with borax-ferricyanide solution. 

Frozen, unstained sections of ovaries, mounted in glycerin, were 
examined by polarised light on Dr. C. Powell White’s warm 
microscope-stage. Fat crystals of three varieties were then observed : 

(1) Small needle-shaped crystals, having variable melting points, 
and forming globules which solidify on cooling. To this group 
belong the ordinary fats, palmitin, and stearin and fatty acids, each 
having its own melting point varying between 45° and 55°C. 
Crystals in this group were found in large numbers (a) in the lutein- 
cell layers or walls of the older corpora lutea, and displayed a 
peripheral distribution along the septal divisions; (b) in the tunica 
intima of vessels in the neighbourhood of retrogressive corpora-lutea. 

(2) Needle-shaped crystals which melt at different temperatures 
and form globules, but which on cooling become anisotropic and do 
not solidify, but remain in a “ crystalline fluid” condition. They 
consist of cholesterin loosely combined with fatty acids, lecithin, or 
glycerin. They occur in the lutein-cell layers or walls of older 
corpora lutea. 

(3) Needle-shaped crystals which do not melt except at very 
high temperatures. These are, I believe, calcium soaps, and are to 
be found in the intima of vessels in the vicinity of retrogressive 
corpora lutea, and they may also be sparsely scattered in the general 
stroma, 

To summarize; we note that in the retrogressive processes of the 
Graafian follicle there is a series of changes affecting fat and lipoids 
taking place simultaneously as follows :—(a) The commonest appear- 
ance is that of globules of neutral fat or fatty acid. Along with 
these appear (b) very complex masses, which, being of a myelinic 
character, contain doubly refracting lipoids; (¢) the combination of 
fatty acid and basic calcium forming soaps. 

The commencement of fatty degeneration in the ovum of the 
primordial follicle is accompanied by the disintegration of the layer 
of cells lining the wall of the follicle. 

Cystic degeneration of Graafian follicles is accompanied by fatty 
changes in the cells of the membrana granulosa, and later in the 
theca interna itself. 

It was in the three-weeks’-old corpus luteum where I noticed the 
fatty changes, associated with retrogressive processes, to be the most 
active. 

The staining of fat in the ovary with hematoxylin alone, without 
previous treatment with potassium dichromate solution, I have else- 
where shewn to be due to the existence of caléium (particularly in 
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the corpus luteum), combined with fat to form soap; and that calcium 
is capable of laking hematoxylin forming an insoluble compound 
with fat. 

Having demonstrated definite fat staining in the ovary by the 
exposure of sections to potassium dichromate solution for as long a 
period as 2} months, I am convinced that it is owing to the combina- 
tion of calcium with fats that the phenomenon of fat-staining by the 
dichromate-hematoxylin method can be observed in ovarian tissue 
for a much longer period than in the case of the heart, liver or 
kidney undergoing fatty changes. 

In the vicinity of retrogressive corpora lutea the tunica intima 
of afferent vessels frequently undergoes fatty changes and processes 
the same staining properties as those of the corpora lutea themselves. 
It is therefore evident that owing to the presence of calcium, 
hematoxylin is laked, and an insoluble compound of fat is formed 
in both situations. 

Finally, fat in the corpus luteum differs markedly from that 
found in fatty degeneration of the heart, liver and kidney (where 
all fat staining capacity is lost after a period of from 10 to 21 days, 
and where no staining at all occurs without the use of dichromate), 
in that, firstly, I obtained definite staining results after 10 months’ 
exposure to dichromate solution prior to treatment with hematoxy- 
lin; secondly, that positive staining was also secured by the use of 
hematoxylin and borax-ferricyanide solution alone. 


‘ 
: 
77 


Ferguson: Pyosalpinxe in Puerperium 21 


SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical exumples of their class). 


Case of Pyosalpinx Successfully Removed by 
Abdominal Section During the Puerperium.* 


By James Fercuson, M.D., F.R.C.P., F.R.CS., F.R.S.E., 
President of the Edinburgh Obstetrical Society; Lecturer in 
Midwifery and Gynecology, School of Medicine of the Royal 
Colleges, Edinburgh. 


I venture this evening shortly to record the following case of 
pyosalpinx complicating the puerperium, not on account of its rarity 
(for reference to literature shows many similar cases), but mainly 
because I believe that one cannot have too many such cases on record, 
for they help to focus attention on a condition of matters manifestly 
often difficult to diagnose, and liable to be slumped into the common 
and general category of cellulitis. When once entered under such a 
classification, the course of waiting-for-developments is apt to be 
entered upon: either waiting for resolution (often with subsequent 
adhesions and fixation), or for the formation of a pelvic abscess with 
all its possible difficulties and dangerous sequele. Not a few cases 
of puerperal pelvic inflammation are perhaps to some extent analagous 
to what used to be called typhilitis and perityphilitis (terms 
nearly obsolete) and now known to be generally the result of 
appendicular disease. I do not, of course, go the length of asserting 
that even most of the cases of puerperal cellulitis may be secondary 
to tubal mischief. One knows that cervical lacerations are responsible 
for a large number of such cases. But I am inclined to think that 
where tenderness and swelling seem to start high up in the pelvis 
the tubes are not infrequently at fault. This, of course, can only 
be proved by a long series of cases of abdominal] section in the 
puerperium, which it will take long experience to accumulate, as it 
is not often, fortunately, that such interference is indicated, on 
account of urgency of symptoms. It is, therefore, of value, as I have 


said, to have records of such cases as do present themselves, so that 


one may have as many data as possible to go upon, and some reason- 
y y P 


* Paper read before the Edinburgh Obstetrical Society, 10th January, 1912. 
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able grounds for deciding when to interfere. For, as it is easy to 
understand, if abdominal section is to be done in such cases it must 
be done early, if it is to have the best results. 
The late Dr. Milne Murray, while President of this Society, 
recorded one of the earliest cases of pyosalpinx removed during the 
puerperium, and I would refer you to his very interesting and 
instructive account of it in our Transactions, vol. xxv, p. 38. The 
literature of the subject has grown considerably since then, not, I 
would submit, because tubal infection has grown more common, 
but because it is now more frequently and accurately diagnosed as 
being a factor, and an important factor, in the etiology of some 
varieties of puerperal pelvic inflammation. Some of you may perhaps 
remember that in 1906 I recorded a case before this Society, where 
I successfully removed a puerperal uterus for multiple abscesses in 
its walls, associated with acute salpingitis, where I had diagnosed 
probable pyosalpinx before operation, and opened the abdomen 
expecting to find a pus tube. 
I do not doubt that many cases of tubal infection in the puer- 
perium recover without operation, as they undoubtedly may do in 
non-puerperal circumstances, and may even make perfect recoveries. 
I merely contend here that in the severe cases, the patients’ chances 
of recovery and ultimate restoration to health are greatly increased 
by timely operation in suitable cases. The question is which are the 
suitable cases. 
There are two kinds of cases which present themselves : — 
(1) Those originating before labour and becoming exacerbated in 
the puerperium, as in Milne Murray’s and the present case. 
(2) Those commencing in the puerperium de novo, from direct 
infection. 
The first class of cases is, in my experience, undoubtedly the most 
amenable to operative interference, for in them the condition is more 
local. The second class of cases is generally a complication of, or it 
may be a mere incident in a more general infection. In the cases 
originating before labour and becoming exacerbated in the puer- 
perium, there need not necessarily be any associated purely puerperal 
complication to begin with, though later on the tubal condition may 
leading to secondary peritonitis or cellulitis. In the second class of 
cases there is undoubted evidence of puerperal infection, often general, 
and it may be diffiult in them to determine whether the tube is 
primarily affected or even in some cases affected at all. 

A practical guide, which I have found useful, is the height of the 
swelling in the broad ligament, and its mobility as determined by 
bimanual examination. The higher it is and the more movable it is 
the more likely is it to be tubal or mainly tubal. If it is high to 
begin with, even though subsequent cellulitis develops in the lower 
part of the broad ligament, it has probably been tubal in its origin. 
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It is necessary, therefore, to see these cases early to establish 
anything like a certain diagnosis. 

If the swelling begins in the base of the broad ligament and 
extends upwards and outwards from there, it is probably the result 
of infection from a cervical tear and not tubal in its source. 

Of course, when tubal inflammation is recognized or suspected 
during pregnancy, and verified by a careful bi-manual examination 
immediately post-partum, the conditions are very apparent. The 
only thing (apart from appendicitis, when on the right side) likely 
to be mistaken for it, would be the bruising or twisting of a small 
ovarian cyst—a condition I have seen on one occasion. In such cases 
the indications for operative interference are pretty clear, and the 
only question is when to step in. Well, of course, that will depend 
a good deal on the urgency of the symptoms, on the rapidity with 
which the surrounding parts become involved in inflammatory 
mischief, or on the supervention of symptoms of general infection 
resulting from a possible burst or leaking pyosalpinx. It is better 
to avoid operating during acute symptoms if it can be avoided. 
Assuming there is pus in the tube, my experience would not lead me 
to wait indefinitely in the hope of the pus becoming sterile in a 
puerperal case. My practice is to wait, if possible, as I did in this | 
case, till the more acute symptoms have abated, and then operate, if 
the physical signs and symptoms still call for interference. The 
physical signs being the recognition of the swelling to one or other 
side of the uterus, and the distinct localized tenderness which is 
evinced on palpation bimanually. 

In acute cases one can sometimes watch the gradual fixation 
which occurs, owing to the surrounding localized peritonitis and 
cellulitis which take place secondarily. If the case is only seen for 
the first time after this fixation has taken place it is difficult from 
physical signs alone to tell how it began. 

I have not found in these cases that a blood examination gives 
great assistance, unless the leucocyte count rises very rapidly. The 
leucocytosis present to a varying extent normally in the early puer- 
perium has always to be remembered. 


The following is the record of the case :— 
M.C., wt. 28. Admitted to the Royal Maternity Hospital on 
October 29 1911, during Sir Halliday Uroom’s service, 


History. One previous labour two years ago; labour easy; good 
recovery ; no miscarriages. 


Previous health--good. She has never had a serious illness of 
any description. 

There is no history pointing to a gonorrheal infection at any time. 
Patient menstruated last in the beginning of February 1911. She 
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had morning sickness in April, lasting for about a month. The 
quickening was first noticed in July. 

In the beginning of July 1911 (about the 5th month of gestation) 
she began to experience a dull aching pain on the left side, coming 
on at irregular intervals of a day or two, and continuing for some 
hours. It was not severe at first, but towards the end of August it 
increased in severity and came on at more frequent intervals. For 
three weeks before delivery the pain was almost constant, but was not 
so severe as before. Ten days before delivery patient sustained a 
fall in the sitting posture. She immediately afterwards began to 
complain of pain in the perineum, which was aggravated during 
defecation. Four days before delivery she came to Hospital to seek 
advice about this perineal pain. Pressure over the coceyx caused 
severe pain, but nothing otherwise abnormal could be felt. 

The cervix admitted one finger. No extra-uterine swelling could 
be detected, and there was no tenderness in the fornices. 

Labour. Patient was admitted to Hospital on October 29, in 
labour. Delivery was easy; the whole labour lasting 12} hours. The 
child (a male) was manifestly premature and weighed 4lbs. Tozs. ; 
length 19 inches (full time would probably have been about the 
middle of November). 

Puerperium. The patient was quite comfortable after delivery, 
and complained of no pain. Temperature 97°F., pulse 80. 

On the third day post partum the température registered 101°F., 
and pulse 100. The breasts were full and tender, which seemed to 
account for the pyrexia. was no abdominal pain or tenderness, 

On the fourth day the breasts were better and the temperature 
came down. Lochia quite normal, as also involution of uterus. 

On the fifth day both pulse and temperature were about 100, and 
there was vague pelvic discomfort on the left side. 

On the sixth day (November 4), about 11 a.m., the patient began 
to complain of severe pain over the left iliac fossa. At 2 p.m. the 
temperature was 102, and there was marked tenderness in the left 
iliac region. On vaginal examination the uterus was found quite 
movable and not tender on pressure. Nothing was to be felt in the 
posterior or right lateral fornices, but on bimanual examination asoft 
round exquisitely tender swelling, about the size of a small plum, 
was made out in the left lateral fornix, movable apart from the 
uterus. 

An ice-bag was applied over the left iliac fossa. This relieved 
the pain, and the patient fell asleep. 

On the seventh day the temperature kept about 101°F., pulse a 
little over 100. The pain was very severe at intervals during the 
day, passing off almost completely at times. Towards evening the 
patient felt chilly at intervals, but had no definite rigor. The ice- 
bag was re-applied when the pain became severe. 
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On the eighth day (November 6 1911) the temperature fluctuated 
between 100°F. and 101-2°F., pulse about 104; patient more comfort- 
able; pain not so severe; bowels moved once. 

On the ninth day (November 7 1911) pulse and temperature 
kept the same. The pain over the left iliac fossa was very severe. 
She was sent into the Royal Infirmary in the afternoon. 

On admission to the Royal Infirmary the temperature rose to 
103°F., but subsided a little on the following day. It continued to 
swing for some days, and the severe pain continued with intermissions 
relieved by ice-bags and absolute rest; aggravated on the least move- 
ment, 

The pelvic swelling was observed to have become more diffuse 
after admission to the Infirmary, and vaginal examination revealed 
some thickening and fixation af the surrounding parts, rendering the 
rounded swelling, originally so definite and distinct, a little less 
obvious. The uterus had also become somewhat fixed. 

Diagnosis, Probable pyosalpinx, setting up some local surround- 
ing inflammatory mischief. 

After waiting tor the subsidence of the more acute symptoms I 
operated on November 15 1911. On opening the abdomen consider- 
able adhesion of omentum, etc., was found in the pelvis. The left 
Fallopian tube was distended to the size of the thumb, somewhat 
retort-shaped, convoluted, and the abdominal end recurved. Fairly 
dense adhesions bound it down to the posterior layer of the broad 
ligament and the ovary, which latter was included in the bend of 
the tube. 

During the process of separation of adhesions the tubal swelling 
gave way and some thick yellow pus escaped. The surrounding parts 
were, however, well protected by gauze packs, and the patient was kept 
absolutely horizontal. The tube and ovary were quickly clamped 
off and removed, the vessels afterwards being secured with ligatures 

In the usual way. 

Owing to the escape of pus the presence of a considerable raw and 
oozing area, corresponding to the part from where the tube had been 
enucleated, I decided to drain through the vagina. I accordingly 
opened the posterior fornix vagine with the vaginal perforator, drew 
the end of a roll of iodoform gauze (about a yard long) well into 
the vagina, so that its end projected from the vulva. I then lightly 
packed the raw cavity in the pelvis with the rest of the gauze. 

The abdominal wound was completely closed in the ordinary way. 
As, owing to the presence of the gauze drain, one could not leave any 
saline in the abdomen, saline was administered per rectum at intervals 
of four hours for the first two days. 

It was interesting to note, during the operation, the condition of 
the uterus in regard to its involution. The operation was done on 
the seventeenth day post partum, and we were all struck, including 
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Sir Halliday Croom (who was kindly present), with its comparatively 
small size—it did not seem any larger than a uterus of one month’s 
gestation, and it lay well within the cavity of the pelvis. 

The patient’s convalescence has been interrupted by some infec- 
tion of the wound, owing no doubt to the contamination of the pus. 
She is, however, making a satisfactory recovery. 

The pathologist’s report of the pus in the tube and of the tube 
itself is as follows :— 

“The tube is markedly thickened and convoluted, especially in its 
outer part, where it is expanded to about the thickness of the thumb. 
The abdominal opening is sealed. The purulent contents were found 
to yield a mixed culture of streptococcus pyogenes and staphylococcus 
pyogenes aureus. On microscopic examination the tubal walls are 
found to be markedly edematous. ‘There is a widespread expansion 
of the vessels. The tubal folds are thickened and wdematous and 
have lost their epithelial covering in parts.” Dr, Shennan, the 
pathologist, states that two sections of the tube which were examined, 
exhibited a “marked chronic inflammation.” On the peritoneal 
surface there is the formation of “ vascular granulation tissue.” 

One is struck with the phenomenon in this case (common to many 
such cases) that, though there was a history of pain in the left side, 
lasting from the fifth month of pregnancy, and the pathological 
report of the tube shows it to have been affected not just recently, but 
probably for some months,—the acute and alarming symptoms did 
not develop till the patient had entered her puerperium. They 
began on the fifth day post partum. 

The probable explanation of this has been admirably given by 
Dr. Milne Murray in the paper I have referred to, in which he 
ascribes it to some subtle change in the vital processes or tissue 
metabolism which follows the passage from the state of pregnancy to 
the state of the puerperium. 

I cannot do better than quote Milne Murray’s exact words on this 
point :—‘‘ A comparatively limited experience of practical obstetrics 
suffices to show us that a puerpera is in a state of most unstable 
equilibrium. Her proneness to deviate from the normal must be 
accounted for by something more concrete than the ‘ strain of labour.’ 
It is obvious that the sudden withdrawal of the child and the change 
in the physiology and tissue chemistry of the mother which this 
means, must involve complicated processes of re-arrangement which 
may themselves become disturbed, or in their progress render her less 
capable of resistance to morbid influences. When an army is re- 
arranging its units and changing the order of its formation, its 
pewer of resistance is at a minimum, and it is then least able to 
withstand the onslaught of the enemy.” 

To sum up shortly the points that seem to me to be of value in 
guiding one in such cases, I would urge the importance of careful 
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early pelvic examination of all puerpere who complain of pelvic 
pain, especially when associated with a rise of temperature; for it is 
by the recognition of the physical conditions in the incipient puer- 
peral stage that a true diagnosis can be arrived at. In the later 
stages the physical signs of tubal affection may become very quickly 
masked by subsequent complicaions, which may render it difficult or 
impossible to arrive at a correct estimate of the condition. Even in 
a few days surrounding exudation may so completely shroud the 
original condition as to make it unrecognizable as a primary tubal 
affection to anyone examining the patient then for the first time. 
Many of these cases are, I suspect, put down as ordinary cellulitis, 
and are left to run their often weary course of tedious convalesence 
and long drawn-out morbidity. 

There is no doubt a wider field in some of these cases for operative 
interference than was at one time supposed, and I feel sure that lives 
can be saved and much suffering and invalidism prevented by a 
timely exploratory laparotomy, when the indications are such as to 
encourage the reasonable hope of the successful removal of what 
may be termed the “casus belli,” in the shape, for instance, of a 
pyogenous tube. 

I gladly take this opportunity of thanking Dr. Olivier for the 
careful notes of the case with which he kindly furnished me. 
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Note on a Specimen of a Rachitic Pelvis in which the 
First Sacral Vertebra on its left side has Charac- 
ters of a Lumbar Vertebra, known as an 
“ Assimilation Pelvis.”* 


By W.S. A. Grirrirn, M.D. 


‘THis specimen is one of the pelves which belonged to the Obstetrical 
Society, and was presented by the Royal Society of Medicine to the 
Museum of the Royal College of Surgeons. The case was recorded in 
the Lancet, 1872, vol, ii, p. 525, by the late Dr. Yarrow in connection 
with the operation of Cxsarean section which was performed for the 
delivery of the patient. The peculiar characters of the sacrum were 
not recognized at the time. 

The obstetrical interest in this specimen is practically confined 
to its rachitic characters, and the description of the operation by 
Dr. Yarrow, and subsequent treatment of the patient until death, 
present a strange picture to those who are not conversant with the 
surgery of those pre-Listerian times, and need not be discussed on the 
present occasion. 

The patient’s age was 34 years; she miscarried in the third month 
of her first pregnancy, and Cesarean section was performed for her 
delivery at the end of her second pregnancy. Hler height was 
4ft.2in. General rachitic deformities were well marked. 

The pelvis is characteristic of rickets, the individual bones being 
small and greatly deformed in the usual manner, there being marked 
antero-posterior flattening, the ilia are everted, the pubic arch 
widened and the sacral curve much diminished. 

The left side of the first sacral vertebra has the structure of a 
lumbar vertebra, the right side is normal and takes part in the 
sacro-iliac joint. The smaller size of the left half of the vertebra, 
which takes no part in the left sacro-iliae joint, brings the left 
synchondrosis half an inch nearer the middle line than the right, 
and the lesser depth of the left side of the body of this vertebra 
(? of an inch, compared with the right side one inch) was probably 
one cause of the lateral lumbar curvature convex to the left, which 
existed during life. 

The measurements of the pelvis are:—Interspinous, 9 inches; 
intercristal, 9 inches; conjugate external, 5 inches. Pelvic brim: 
conjugate diagonal, 23 inches; conjugate true, 2} inch; oblique 
(both), 4 inches; transverse, 43 inches, 


* Specimen shown before the Obstetrical and Gynecological Section of the Royal 
Society of Medicine, Feb. 1. 
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a, Not forming part of L. sacro-iliac joint, but having 
lumbar characters. 
4 hb Forming part of R. sacro-iliac joint 
d. Ist sacral segment. 
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There is an extensive literature relating to this variation in 
development of various vertebra, to some of the more important of 
which reference will be made. It can be arranged under three 
headings—(1) Embryology and Anatomy; (2) Orthopedics; (3) 
Obstetrics. 

It is well known that vertebree may be wholly or in part missing 
from the spinal column, also that additional parts of vertebree may 
be interposed in the spinal column. Réntgen photographs enable 
this to be ascertained during life. It is also known that in the 
development of the pelvis and thorax, either of them, especially the 
innominate bones, and more rarely the ribs, may be shifted upwards 
or downwards by one vertebra, so that in the case of the pelvis the 
fifth lumbar may unite with the first two sacral to form a sacro-iliac 
joint, or, if the displacement is downwards, the first sacral has 
lumbar characters, and the sacro-iliae joint is formed principally by 
the second and third sacral segments. This variation by which a 
vertebra assumes the form of the vertebra above or below it is known 
as “ assimilation.” 

The vertebre liable to these variations are described by anatomists 
as “ transitional vertebra ”—Uebergangswirbel. These occur at the 
occipito-cervical, the cervico-dorsal, dorso-lumbar, lumbo-sacral, 
sacro-coccygeal articulations. The variation is usually unilateral, 
but may be symmetrical, 

Dr. Max Bohm examined forty-one spines, showing these varia- 
tions collected by Professor Dwight, Director of the Anatomical 
Department of the Harvard University, Boston, and found twenty- 
three variations in an upward (cranial) direction, eighteen in a 
downward (caudal) direction. Eight of the first group (cranial 
deviation) were male, fifteen female. Of the second group (caudal 
deviation) sixteen were male and two female. Of the forty-one, 
seven only showed symmetrical variations, thirty-four unilateral, 

This, as he points out, appears to show that the female spine has 
a strong tendency to vary in a cranial direction, the male in the 
caudal direction. He also found that the variation in the cranial 
direction was common on the left side of the spine, whereas the right 
side has a similar tendency to vary in the caudal direction. 

Dr. Béhm’s interesting paper was published in the Boston Medical 
and Surgical Journal, Nov. 22 1906. He is Surgeon in charge of 
the very extensive mechanical department for the treatment of 
orthopedic cases in the Massachusetts General Hospital, Boston. 

Emil Rosenberg (Morphologisches Jahrbuch, 1899, vol. xxvii, 
p. 1), Professor of Anatomy at Utrecht, who has studied this question 
embryologically, suggests that the displacement downwards is 
atavistic, a return to a lower state of development, while a displace- 
ment upwards is also a step upwards in evolution. 

Professor Bardeen (Anatomische Anzeiger, Band xxv, p. 497, 
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Jena, 1904), in a paper on “ The Numerical Vertebral Variations in 
the Human Adult and Embryo,” states that 15 or 16 per cent. of all 
human beings show some degree of numerical variation, 

One of the most important papers referred to by most recent 
writers on this subject is that by Professors Breus and Kolisko 
(Pathologischen Beckenformen, 1900, Band i, Theil 1, p. 169), in 
which they discuss the whole question minutely as it relates to the 
pelvis. 

They point out that the three upper sacral vertebra are developed 
from five centres of ossification, one for the body, one on each side on 
the anterior surface from which the greater part of the sacral wing 
develops, and one for the neural arch and transverse process. They 
do not mention the two lateral epiphyseal plates which, according to 
Keith (Human Embryology and Morphology, 2nd Ed., 1904, p. 179), 
are independent formations. 

If in the development of the pelvis the iliac bones do not descend 
far enough or too far, these assimilation changes take place. 

Keith, quoting Rosenberg and Paterson (7'rans. Royal Dublin 
Society, vol. v, Series II, Dec. 1893, p. 123), of Dublin, says that in 
95 per cent. of cases the 25th vertebra forms the Ist sacral, in 
1 per cent. the 24th (5th lumbar), and in 3} per cent, the 26th. In 
the embryo it is the 26th (2nd sacral) that forms the first of the sacral 
series, and later the 25th throws out great lateral masses and forms 
a connection with the ilia. In the lower primates (monkeys) the 27th 
forms the Ist sacral. With the evolution of man, the 26th, later the 
25th, underwent sacral modification, the trunk being correspondingly 
shortened, 

They also point out that if the sacrum is composed of six vertebre 
its cavity is lengthened, if of four only it is shallow and shorter. 
They describe five chief varieties, with intermediate ones, all 
interesting from a descriptive point of view, but not of much practical 
obstetrical importance :—- 

1. High assimilation pelvis. 

2. Transversely contracted assimilation pelvis, 
3. “ Mitten Platte,” assimilation pelvis. 

4. Low assimilation pelvis. 

5. Asymmetrical assimilation pelvis. 

1. High assimilation in which the fifth lumbar is united to the 
first sacral. There is no transverse contraction. 

2. A similar condition, with transverse contraction at the brim, 
but in the specimens he figures the transverse contraction is only 
relative to the conjugate, each measuring five inches. With the 
exception of Fig. 44, which was taken from a young woman of 20, 
where the conjugate is 43 inches and the transverse diamteer 4} 
inches, 


3. They call ‘ Mitten Platte,’ to which name it is difficult to give 
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an English equivalent. In this form the first and second sacral 
segments are bent back so that the promontory is formed by the 
junction of the second and third segments; thus the space between 
this promontory and the pubes (the available conjugate) is less than 
the true conjugate, but in all three specimens (Figs. 55, 56 and 58) 
there is ample space, 

4. Low assimilation. In this the first sacral segment is free, 
having lumbar characters, the sacrum is therefore wanting in 
breadth, the ilio-sacral joint being almost entirely formed by the 
second sacral segment; the promontory is low, but the transverse 
diameter is in each case lengthened. 

5. Asymmetrical. In this group only one-half of the vertebra 
has assimilation characters. Each half is, as a rule, nearly perfect 
in its details. It is the first sacral that is usually affected in this 
way. ‘There is usually ample space in these cases. 

They figure and give measurements of examples of each of 
these varieties, but in no instance recorded by them or by others that 
I have examined of adult pelves and pelves free from other deformi- 
ties, is there evidence of contraction which would be of obstetrical 
importance. The relative internal pelvic measurements are often 
altered, but there is ample space for the passage of an average child. 
Their paper is probably, however, the most important and certainly 
the most minute in its description of this form of pelvis. 

The paper by Professor Bayer (Vas Becken und seine Anomalien, 
Band i, Heft 2, 1908, p. 196) is also an important one, and should 
be studied. 

Of very different importance, however, are these spinal variations 
in relation to spinal curvature. The evidence is conclusive that 
“habitual ” scoliosis, that is, lateral curvature of boys and girls, 
congenital, but not developing until school age, and commonly 
attributed to the habit of sitting or standing badly, is attributable to 
the asymmetrical development of spinal vertebre. 

Mr. Tubby, in his book on Orthopedic Surgery, p. 414, and in 
other places, refers to this subject, and I am indebted to him for 
being allowed to study the proofs of the new edition of his work and 
for important references contained in it. The work of Dr. Bohm, 
has been already referred to; Peronne of Naples, in the Zeitschrift fiir 
Orthopadische Chirurgie, Band xv, p. 353, describes three specimens 
in the Pathological Institute at Berlin. 

The earliest reference to the subject that I have found is by Diirr 
(Zeitschrift fiir rationelle Medicin, 1860), “ Ueber die assimilation 
des letzten Bauchwirbels an der Kreutzbein.” 

(Another specimen of “low assimilation” from the College of 
Surgeons, and two specimens of “high assimilation” from St. 
Bartholomew’s Hospital were also exhibited by Dr. Griffith.) 
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Supravaginal Hysterectomy Performed in Place of 
Induction of Abortion and Subsequent Steriliza- 
tion for Repeated Melancholia following Labours. 


By W.S. A. Grirritn, M.D. 


Tue question of the premature termination of pregnancy in mental 
cases is one that presents many difficulties which cannot be deter- 
mined in any case by hard and fast rules. 

In the first place, it is necessary to exclude those cases whose 
disease is an aversion to pregnancy, and whose attempts to simulate 
mental disease may be clever enough to gain their purpose. 

We must also exclude cases in which no benefit to their mental 
state is likely to follow the operation. 

If we succeed in excluding these two groups we are left to deal 
with the third group, in which we may reasonably expect that our 
interference will be followed by unmistakable benefit to the patient. 

The case I bring before you belongs to the third group, and the 
point I raise for discussion is the special reasons that necessitated the 
termination of pregnancy in the manner in which it was done. 

The termination of pregnancy for any of the well recognized 
causes may on a single occasion be performed after due consideration 
without question as to the propriety of so doing, but if the woman is 
young and the disease chronic, as in chronic nephritis, and these 
mental cases, we may well hesitate to induce abortion on each 
recurrence of pregnancy, which may indeed mean two or three times 
ina year. There is therefore a group of cases in which sterilization 
is urgently needed as an additional method of treatment. In mental 
cases, of all others, it is essential that the operation should be 
painless, simple, safe, and of short duration, so as to diminish the 
mental strain on the patient as far as possible. 

Induction of abortion, without an anesthetic, means usually a 
period of somewhere about twenty-four hours, and then an anesthetic 
may be needed to complete the emptying of the uterus, and the 
administration of an anesthetic means to the patient an operation. 
A short time after, the operation for sterilization would have to be 
performed. It seemed therefore desirable, when the case to be 
referred to came under consideration, to combine the two in one 
operation by a supra-vaginal hysterectomy, leaving the ovaries, and 
endeavouring to leave some of the mucous membrane of the body of 
the uterus also, The result to the patient seems to justify this 
procedure under the particular circumstances of the case. 
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I first saw the patient in June 1907, with Dr. Mackintosh of 
Hampstead. Her age was then 24. She was confined in the May 
previously, the labour being terminated with forceps to the large 
head. No mental or other complications arose until ten days after 
delivery. She then became listless and melancholic, with suggestions 
of suicide. Under Dr. Mackintosh’s care she gradually recovered, 
and had no further trouble until her next confinement in February 
1910. 

Her convalescence was normal until the fourth week, when her 
depression returned greater, and she needed careful nursing for five 
months. Unfortunately, at the end of the year she again became 
pregnant, and I saw her with Dr. Mackintosh in January 1911. 
Pregnancy, it was believed, commenced about October 24 1910. 
I found her to be in the third month of pregnancy, and very anxious 
indeed as to her possibility of going through this. She was a devoted 
mother to her children, and anxious to have more if she could have 
done so safely. Her family history was bad on both sides. It was 
decided to consult Dr. Perey Smith as to her mental condition. She 
was a bright, cheerful woman, with great self-control. 

On January 20 Dr. Percy Smith saw her, and agreed that the 
pregnancy should be terminated, and that effective steps should be 
taken to prevent the recurrence of pregnancy. He also approved of 
the method suggested, as it appeared to involve the least suffering 
and the least strain, On January 27 1911 supra-vaginal hysterec- 
tomy was performed. Both ovaries and tubes, being healthy, were 
left. 

With the exception of a few hours on the second day after the 
operation, on which there was some evidence of depression, she made 
an uninterrupted convalescence, and now continues in robust health. 
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Lipectomy as a Cure for Adiposity and Menstrual 
Irregularity. Notes on two cases. 


By G. A. Casauis, M.B., Capetown, 


In the March (1910) number of Surgery, Gynecology and Obstetrics 
H. A. Kelly describes the operation of excision of fat from the 
abdominal wall, which he calls “Lipectomy.” He performs it for 
zsthetic and for health reasons; indeed he considers, and rightly 
so, that the accumulation of fat on the abdomen of women nearing the 


menopause is not only peculiarly distressing from an esthetic point 
of view, but is also a disease. 

It becomes doubly so when it takes place earlier in life—and is 
then, as I have noted several times, and as is well known, not 
unfrequently connected with menstrual irregularities—the most 
common being an obstinate amenorrhea or scantiness of menstrual 
flow, which no medication or physical treatment, such as massage, 
electricity or hydrotherapy, seems able to ameliorate. In South 
Africa two classes of women appear particularly liable to be in- 
commoded by this local accumulation of adipose tissue—they are 
Jewesses and women of Dutch descent; sometimes, but less frequently, 
coloured persons or pure natives of Bantu origin. 

It had already occurred to me before I read Kelly’s paper that if 
this huge “ hammock laden with fat” which these unfortunate women 
carry could be removed, not only would their general appearance be 
improved, but possibly the menstrual flow would be increased, or, 
when completely arrested, induced to reappear, 

In one year I looked in vain for likely patients to operate upon. 
Curiously enough, in the course of one month I came across two 
cases, both young women, on whom I have been able to perform 
lipectomy, practically at the same time, and with most beneficial 
results. One—a young, slightly coloured woman of Dutch and 
coloured descent—consulted me on January 22 1911. She was only 
23 years of age, enormously fat, the pendulous and universally 
enlarged abdomen giving her the appearance of a woman nearing the 
term of pregnancy. ‘There was complete amenorrhea, which had 
been present for fully two years; and as her abdomen had increased 
rapidly since that time, she had at first been told she was pregnant, 
in fact at one time she had made full preparation for an impending 
labour! On examination the os cervicis was found particularly hard 
and conical, but owing to the size of the abdomen I could not detect 
any cause for the amenorrhea except the increased deposit of fat. 
The uterus, however, or what could be felt of it, was mobile and 
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appeared smaller than usual. As medical treatment, including 
hydrotherapy, had been totally ineffective, I advised “ the removal 
of the fat,” and the patient readily consented. The operation was 
exactly similar to the one described by Kelly. I circumscribed, with 
a broad-bladed scalpel, an oblong and elliptical piece of skin 
extending from one flank across to the other and dissecting right 
down to the fascia. I peeled from above downwards below the 
umbilicus a huge slice of fat together with its skin covering. 

The operation to all intents and purposes was very similar to the 
amputation of a large and pendulous mamma when the latter is 
removed in toto with its accompanying axillary and subcutaneous 
connections. The edges of the transverse incision, when the wedge- 
piece was removed being fully 15 inches apart. 

In order not to leave any stone unturned, I made through the 
fascial layer and peritoneum an exploratory incision. The ovaries 
were normal and if anything larger than usual. The uterus was 
small and somewhat undersized. The abdomen was closed and the 
lips of the incision brought together by deep and superficial silkworm- 
gut sutures. 

Recovery was uninterrupted; but the sequel of the operation was 
interesting. Within three days the patient menstruated, and did so 
for fully five days, the menstrual flow being quite normal in every 
respect. Twenty-eight days later the menses again appeared and 
lasted again fully five days. Menstruation has now been regular 
for six months. The patient declares herself highly pleased with the 
plastic results of the operation, and tells me she has lost ten pounds 
in weight since she was relieved of her abdominal “pad” of 
subcutaneous fat. The latter, when weighed immediately after 
removal, turned the scale at 3lbs. So the further reduction in 
weight must be due to increased metabolism and tissue change, 
probably brought about by the renewed ovarian activity and re- 
appearance of menstruation. 

The second case is equally interesting. On February 28 I 
was requested by Dr. Maberly, of Woodstock, to see, in consultation 
with him and Dr. Fisnier, of Capetown, a patient whose past history 
was as follows. 

About twelve months previously she had stopped menstruating. 
She then consulted a local practitioner, who diagnosed a pregnant 
uterus. Two months later she had a slight show of blood. She was 
then told to keep quiet. As she appeared to grow in size everything 
was supposed to be normal, and in due course preparations were made 
for the impending labour and a nurse engaged. The nine months 
well over and labour not setting in, the doctor was again called in, 
and, in spite of the delay, he still adhered to his previous diagnosis. 
When, however, weeks and even months went by, the patient, her 
husband and the nurse became impatient, and Dr. Maberly was 
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called in. His suspicions were aroused and a consultation was 
arranged. The condition was plain. The os uteri was smooth and 
conical; the uterus not enlarged; the abdominal wall was overloaded 
with a huge “ hammock” of fat and the amenorrhea simply caused 
by excessive adiposity and ovarian inactivity. The usual remedies 
being of no avail, I advised lipectomy. 

The case was perhaps not so favourable as the first, the deposit 
of fat being more generally spread over the whole abdomen than in 
the other case. This made it necessary to change the technique 
employed, the incision in this case being vertical instead of horizontal. 
During the excision of the fat the umbilicus was sacrificed, the mass 
removed turning the scale at 4 lbs.; the operation otherwise presented 
no difficulty. In this case, however, no exploration of the abdomen 
seemed necessary. ‘The wound was closed with silkworm-gut, primary 
union taking place. The sequele were as satisfactory. Menstruation 
returned, and for three months the patient lost a considerable amount 
of blood for fully five days, the number of diapers used ranging 
from 5—8 daily. Since then she only sees her courses for two full 
days, the first day the menstruation being profuse. She is otherwise 
in perfect health, very much thinner, and expresses herself highly 
satisfied with the results of her operation. 

From the above notes the following tentative conclusions seem 
justifiable : — 

(1) Lipectomy appears indicated in young women whenever an 
excessive deposit of fat on the abdomen interferes with the menstrual 
function and leads to amenorrheea, especially when the later condition 
is not amenable to other therapeutic agents, 

(2) Lipectomy from a purely esthetic point of view is a highly 
satisfactory operation. It is devoid of danger, and would appear 
in some well-defined cases to increase tissue metabolism and restore 
ovarian activity. 


ah 
J 
| 
a 
4 
| 
| 


Approaching the Lower Abdomen 37 


REVIEWS OF CURRENT LITERATURE. 


Unper Cuarce or Earpiey M.D, 


LIST OF COLLABORATORS : 


Lonpon. Alban Doran, F.R.C.S.; 8. Jervois Aarons, M.D.; J. Barris, 
M.B.; C, White, M.D.; J. A. Willett, M.D, ; J. Wyatt, F.R.CS. 

EpinsurcH. Miss J. H. Filshill; R. W. Johnstone, M.D.; James 
Young, M.D, 

Guiascow. E. H. L. Oliphant, M.D. 

ABERDEEN. W. R. Pirie, M.B. 

BrrmincuaM. Frederick Edge, M.D.; H. B. Whitehouse, M.S. 

Mancuester. W. Fletcher Shaw, M.D, 

Suerrietp. W. W. King, M.B. 

CuentennaM. C, J. N. Longridge, M.D. 


An Improved Method of Approaching the Lower Abdomen. 

GEORGE W. Roserts (Surgery, Gynecology and Obstetrics, Dec. 1911), 
describes a modification of Pfannensteil’s transverse incision with the 
original method of closing the skin incision. 

The first part of the incision, which runs along a curved line in such a 
position that all or most of it will be completely hidden by the pubic hair, 
is made with a special knife the blade of which is set at right angles to 
the handle. This knife is slightly sloped when in use so as to cut a very 
thin flap (like a skin graft) about a quarter of an inch broad before the 
subcutaneous tissues are entered. The graft is wiped back and the rest 
of the incision is continued in the usual way with a scalpel. In traversing 
the fat layer the incision is carried somewhat upward so that the fascia is 
reached about one and a half inches above the pubic border. The anterior 
rectus sheath is divided transversely as far as the linea semilunaris on each 
side, where the external and internal oblique are split in the direction of 
their fibres. The whole fascial sheath is dissected up and the rectus muscle 
is separated to expose the peritoneum, which is divided longitudinally. 

In closing the abdomen the recti muscles and peritoneum are united by 
one continuous, No. 1, catgut suture; this suture is passed through the 
lower end of one rectus muscle to the peritoneum, which it unites to the 
top of the wound, where, emerging through the top end of the rectus it 
unites the muscle from above downwards. On reaching the commencement 
of the suture the two ends are tied thus making one knot instead of four. 

The fascial layers are closed on the same principle; a continuous No. 1 
catgut suture is introduced at one lateral angle of the wound, through the 
external into the internal oblique which is alone united as far as the linea 
semilunaris. In front of the rectus all the layers are included, but external 
to this the suture again unites the internal oblique alone. Reaching the 
limits of the incision the needle is passed into the external oblique and 
the suture is carried back to the margin of the rectus where all the layers 
are included. (There are thus two sets of sutures uniting the fascia over 
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the rectus.) Beyond the rectus the suture of the external oblique is con- 
tinued up to the point of entrance of the suture where it is tied off to the 
long end which has been left. 

No sutures are put in the fat; but a continuous subcutaneous, No. 1 
catgut suture is used to unite the skin edges leaving the original skin flap 
or graft unattached. This flap is fastened down by pieces of sterilized 
court plaster of about the shape and size of a postage stamp. The wound 
is left exposed to the air without any dressing, and any blood or serum 
which oozes out between the plaster is removed with sterile gauze. The 
patient is allowed to sit up as soon as she likes, and the plaster is removed 
on the fifth day. 

The author had performed this operation 301 times for various operative 
procedures including one case of Czesarean section. 

He claims that owing to the splitting of the fascial fibres post-operative 
pain is reduced to a minimum, and that ventral hernia never results even 
though the wound may suppurate; and that his method of uniting the skin 
promotes rapid healing and produces an almost invisible scar. 

The article is illustrated by eight pictures, one of which is unfortunately 
drawn in such a way that the internal oblique muscle appears to be sutured 
so as to overlap the anterior surface of the rectus muscle. W.W.K. 


The Evolution of Modern Gynecology. | 

A. E. Gites (Lancet, Nov. 25 1911) reviews the gynzecology of the last 
fifty years and shows especially the strides made in the operative side of 
this branch of medicine. 

He gives two interesting tables, one of the abdominal operations with 
the mortality done at the Chelsea Hospital for women from 1885 to 1910. 

The other gives the progress of the four following operations—ovario- 
tomy, hysteropexy, operations for tubal disease, and hysterectomy for fibroids 
at the same hospital and over the same number of years. J.M.W. 


Gynzcological Lesions in Suicidal Mania. 

Bossi (La Ginecologia Moderna, October 1911) discusses the connection ' 
between gynzecological lesions and suicidal mania in view of its importance 
to the individual and to society, and because the physical lesion is too often 
regarded by psychiatrists as a mere coincidence. He refers to the well- 
known facts that disease of the genital organs is frequently associated with 
nervous and psychic disturbance and that suicide in women is often 
attempted or consummated during such sexual crises as menstruation, the 
puerperium or the menopause. These epochs could not in themselves 
induce suicide, but in all cases it will be found that some gynzcological 
lesion constitutes a predisposing factor, and that this is aggravated by 
hereditary tendency and by adverse family and social surroundings. 
Though on superficial observation only 5 per cent. of gynecological 
patients may manifest suicidal tendency, a more scrupulous examination 
shows that nearly 20 per cent. are thus mentally afflicted. In the graver 
forms of uterine or ovarian disease such as diffuse and inoperable carcino- 
mata, voluminous cysts or fibromata, adnexitis or parametritis, the 
tendency to suicide, which one might expect, is rarely found. It is most 
frequent in cases where the disease is relatively slight, occurring in cases 
of chronic infective endometritis, particularly if associated with uterine 
displacements, and is especially marked in cases of flexion or retrodeviation 
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with consecutive endometritis, because in these cases pus may stagnate in 
the uterus as in an abscess causing a chronic autointoxication. Bossi 
describes the treatment and cure of 7 patients suffering from desperate 
suicidal mania. These cases are not specially selected, but chosen at 
random from the many who have been mentally cured in his hospital by 
gynzcological treatment. Two patients came to him from asylums where 
they had been under constant supervision for years, and after retroflexion 
and endometritis had been cured, the patients left his hospital, mentally 
normal, in about a month. 

After a long series of observations Bossi is therefore convinced that at 
least 50 per cent. of cases of suicide in women are gynecological in origin, 
that the disease might easily be cured, and fatal results as easily avoided. 
He concludes that a very grave responsibility rests on medical men in 
general and on gynzecologists in particular to refer such tendencies at 
once to their real sources. J.H.F. 


Hemolytic Reaction in Malignant Tumours. 

Piccinini (La Ginecologia Moderna, October 1911) arrives at the follow- 
ing conclusions regarding the haemolytic reaction in patients suffering 
from malignant tumours :—(1) The blood serum of patients with malignant 
epithelial neoplasms contains, in most cases, bodies haemolytic in action. 
These are easily demonstrable by special technical artifices; (2) The 
phenomenon is very well seen in splanchnic carcinoma ; it is less or absent 
in cases of cutaneous epithelioma; (3) The cancerous heemolysins are 
thermolabile and they react without the addition of complements; (4) If 
more extensive research confirm the results obtained, the presence of these 
hzemolytic bodies may become of the greatest diagnostic and prognostic 
importance. If, after excision of a tumour, the haemolytic power of a 
given cancerous serum diminishes rapidly or disappears, the reappearance 
of the reaction some time after might be valuable as an indication whether 
extirpation was or was not complete; (5) This haemolytic reaction rarely 
occurs in cases of tubercular cachexia, and is never detected in the serum 
of patients suffering from sarcoma, from benign tumours, or from various 
other surgical diseases. J.H.F. 


The Toxicity of Free Blood in the Peritoneal Cavity. ; 

Brése (Zentralblatt fiir Gyndkologie, Nr. 38, 1911), in an important 
paper, records three cases which demonstrate the dangerous and even fatal 
results which may follow the extravasation of blood into the peritoneal 
cavity, and this apart from sepsis. He agrees with Zweifel and Werth that 
it is highly desirous to clear the peritoneal cavity of any extravasated 
blood discovered during operation, e.g., for ruptured extra-uterine preg- 
nancy. He disagrees with the teaching of Olshausen and Gusserow who 
only remove so much as can be taken away rapidly, and with the teaching 
of Flatau, who intentionally leaves any blood present. 

The first case which Brése records he reported many years ago. The 
patient was 34 years old, and was admitted with symptoms pointing 
clearly to an intra-abdominal hzemorrhage due to a tubal pregnancy. 
After removal to hospital the general condition of the patient improved 
and in accordance with the belief, which Brése entertained in these days 
(1890), the improvement was taken to contraindicate operation. Three 
days after the rupture, however, the condition of the patient became altered 
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for the worse. Sickness set in, tympanites developed and the pulse 
became weak. Enemata failed to relieve the intestinal distention and the 
patient rapidly sank. The diagnosis was either peritonitis or ileus. The 
abdomen was opened and was found to be filled with large dark masses of 
coagulated blood. The bowels were enormously distended. There was 
no trace of peritonitis. The right tube was thickened and was the seat 
of a rupture 2-3cm. long at the uterine end. The ovum was found im- 
bedded in blood in the pouch of Douglas. The rupture was sealed with 
blood-clot and there was no trace of bleeding from it. The right tube 
and ovary were removed. No intestinal obstruction could be found, and 
that one was dealing with a paralytic distention of the bowel was indicated 
by the fact that during the manipulations large quantities of flatus escaped 
by the anus. The patient died 14 hours after the operation. At the post- 
mortem there was no trace of peritonitis or of mechanical obstruction. 
The condition was therefore ascribed to a toxic change in the extravasated 
blood with absorption. 

The second patient was 34 years old and had been married for 9 years 
without family. She had had a gonococeal abscess of Douglas’s pouch 
drained shortly after marriage, and in June 1910, the abdomen was opened 
because of a fixed retroflexion. At the operation the tubes were each 
transformed into a pyosalpinx and were removed. Their separation was 
difficult and a large oozing surface was left. The uterus was fixed forwards. 
The patient was fat and took the anzesthetic badly, and there was con- 
siderable bleeding from the adhesions. From the second day alter the 
operation there was a rise in the temperature and the pulse. Sickness set 
in and also tympanites. The condition steadily got worse and a diagnosis 
of peritonitis or of ileus was made. She died on the fifth day. At the 
post mortem examination there was no trace ‘of peritonitis or of sepsis 
anywhere, and the intestines were enormously distended. In the pelvis 
about 400 ccm. of fluid, dark brown blood, were present. There had been, 
then, some bleeding from the adhesions, but it had been comparatively 
small in amount and it was insufficient to cause death. The termination 
was therefore ascribed to an intoxication derived from the chemically 
altered blood. 

The third case was a nulliparous patient of 55 years old, in whom a 
laparotomy was performed for the removal of growing fibroids. Three 
large subserous fibroids were removed and the uterine wall restored. The 
right adnexa were also removed. ‘The operation was simple and took 3 of 
an hour. On the second day after the operation the abdomen became 
distended, the pulse increased to 110—120 and the temperature was 
elevated. The patient slept a great deal. On the third day sickness set 
in, the pulse frequency increased to 150—160, the patient was very somno- 
lent and altogether was gravely ill. Brése suspected that there might 
have been intra-abdominal bleeding from the uterus with intoxication, 
such as was present in the cases recorded above. To determine definitely 
he punctured the pouch of Douglas through the vagina and drew off dark- 
brown, fluid blood. He thereupon opened the pouch of Douglas by means 
of a transverse incision in the vaginal vault and evacuated 200—250 ccm. 
of dark-brown blood. An iodoform gauze drain was introduced. His 
diagnosis of intoxication from altered blood was confirmed by the subse- 
quent history. The pulse frequency gradually came down, the somno- 
lence passed off by degrees and the patient made a good recovery. 

In conclusion, the author gives the following signs and symptoms of 
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toxeemia arising from altered intra-peritoneal blood: (1) paralytic ileus, 
(2) elevation of temperature, (3) increase in the pulse frequency, (4) somno- 
lence and (5) restlessness. 


Physiological Principles in the Treatment of Acute Peritonitis. 
Joun L. Yates (Surgery, Gynecology and Obstetrics, November r1911). 
The author believes that the three chief factors in the diffusion of a serous 
exudate throughout the peritoneal cavity are :—gravity, active and passive 
movements of the abdomen, and peristalsis. Basing his treatment on these 
principles, he gives morphia freely as soon as peritonitis is diagnosed. 
To further inhibit peristalsis he insists on starvation, the avoidance of 
purgatives, and gastric lavage in those patients, who are not vomiting 
and who have recently taken either food or aperients, or who have severe 
retching. The use of chewing gum is suggested as a “‘ profitable ’’ occupa- 
tion to keep the mouth clean and moist. The lower bowel should be 
emptied by small low enemata. In order to eliminate diffusion by gravity 
the patient should lie on the back with the thighs flexed, and the body 
tilted towards the affected side. Yates is a strong opponent of the Fowler 
position, and adduces some not very convincing arguments against its use. 
He advises early operation whenever there is a definite focus to attack, 
as in appendicitis, but in diffuse puerperal peritonitis he is opposed to 
operation. W.W.K. 


Vaginismus Treated by Champetier de Ribes’ Bags. 
FUNCK-BRENTANO (La Gynécologie, Oct. 1911) has treated three cases of 
aggravated vaginismus in this way: the patient is aneesthetized, and a 
small bag, of 5 or 6cm. diameter, is introduced into the vagina and is 
then distended slowly and carefully to avoid tearing the vagina. The bag 
is then drawn down till the conical end protrudes and the whole pelvic 
floor is distended. It is now possible to get easy access to the hymen 
which is stretched over the bag, and complete excision is simply and 
rapidly performed : suture of the wound is unnecessary. The bag is now 
delivered slowly, and the vagina is examined to satisfy the operator that 
there are no tears. A second balloon of 7-8 cm. diameter is now introduced 
and again dilatation and delivery must not be hurried. The result is to 
cause the vulvar outlet to resemble that of a woman immediately post 
partum. If in spite of the care taken there are any vaginal tears these are 
to be stitched. The vagina is to be packed with iodoform gauze for 24 
hours, and then vaginal douches are to be used increasing the size of the 
nozzle till one of 3 cm. diameter is used. The results have been excellent, 
and among them is the short period of vulvar dilatation in labour which 
resembles that of a multipara. E.H.L.O. 


Fibroid Tumours of the Vagina. 

A. H. BARKLEY (Surgery, Gynecology and Obstetrics, November 1911), 
reports the case of a fibroid tuinour growing from the anterior vaginal wall 
which he successfully removed from a patient aged 35 years. W.W.K. 


A Review of Seventy-three Cases of Dudley’s Operation for 
Dysmenorrheea and Sterility. 
SAMUEL H. BRICKNER (Surgery, Gynecology and Obstetrics, November 
1911). In this paper the author analyses the after-histories of 73 patients, 
upon whom he has performed this operation. In all cases of sterility the 
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husband was examined to preclude the possibility of his being responsible 
for the sterility. No patient was operated upon who had ever had pelvic 
inflammatory disease, or who had any other gross pathological condition 
in the pelvis. Patients with constitutional disease, such as nephritis, 
cardiac lesions, diabetes, etc., were not submitted to the operation. An 
infantile condition of the uterus was not regarded as a contraindication to 
the operation, because, although there was little hope of curing the 
sterility, the accompanying dysmenorrhcea might be relieved. 

Out of forty-two patients, who applied for relief for dysmenorrheea, 
twenty-seven (64'3 per cent.) stated that they were relieved ; fourteen (33°3 
per cent.) were not relieved; and one (2'4 per cent.) was worse. Forty- 
eight patients complained of dysmenorrhcea and sterility, and thirteen 
(27°0 per cent.) were cured of the sterility. But there is no indication as 
to how long the sterility had existed in these thirteen patients who were 
cured. The scar in the cervix presented no hindrance to its dilatation 
during labour in the patients who became pregnant. W.W.K. 


Glycogenic Functions of the Uterine Mucosa. 


Driessen (Zentralblatt fiir Gynékologie, Nr. 37, 1911) records the results 
of his investigations with regard to the formation of glycogen by the 
uterine inucosa, especially the glands. 

Associated with the menstrual changes, there is a periodic glycogen 
production. During the resting post-menstrual stage, there is no glycogen 
in the glands. It appears gradually in the gland cells as the glands begin 
to develop, and it becomes more and more evident, reaching a maximum 
in the premenstrual stage of swelling. At this time not only are the 
gland-cells filled with glycogen, but there is a collection of this substance 
in the form of drops in the lumina. With this production of glycogen, 
there is a characteristic change in the epithelial cells--they become 
enlarged, their boundaries are more evident, the contents become clearer, 
and the nuclei become larger, clearer, and rise towards the centre of the 
cell. Instead of being oval, also, the nuclei become round. Simultaneously 
with these changes there is an increased production of mucus, which 
reaches its maximum in the premenstrual stage. 

Several days before menstruation, there is also a formation of glycogen 
in the stroma cells. The spindle-shaped connective tissue cells become 
enlarged, the protoplasm becomes clearer, the nuclei become round. In 
this way an analogy is established between the stroma cells at this time 
and decidual cells, both from the point of view of conformation and from 
the existence of glycogen in their contents. With menstruation the glands 
pour out their secretion, the mucosa collapses and there is now an absence 
of glycogen. 

If, however, an ovum has become engrafted, the secretory functions of 
the gland-cells become even more evident. The glycogen becomes greater 
in amount in the cells of the glands and the stroma cells become changed 
into the typical decidual cells rich in glycogen. joy. 


Formation of Cysts and Synechiz in the Uterus in Adeno- 
myometritis. 

JascukeE (Zeitschr. f. Geb. u. Gyn., Bd. Ixix, Hft. 1) records the case of 

a multipara, cet. 43, suffering from menorrhagia and metrorrhagia of four 

years’ duration. She was extremely anzemic, and on examination was 

found to have a uterus the size of a man’s fist, soft and uniform in con- 
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sistence. A diagnosis of fibroid uterus was made and a vaginal hysterec- 
tomy performed. The patient unfortunately died on the 19th day from 
pulmonary embolism. 

The uterine cavity was found to lie well to the front of the enlarged 
organ, and a band was found passing from the mucous surface of the 
anterior to the posterior wall. This was about 1cm. broad with sharp 
edges, and not quite o'75 cm. long. On sagittal section there was found 
in the posterior wall a rounded cavity of about 3 cm. diameter, which 
appeared to be situated in the very centre of the enlarged uterus. This 
cavity contained a thick brownish fluid, and was lined with what seemed 
to be a fine network of small trabeculae covered with minute wart-like 
growths. Posteriorly there was an outgrowth like the finger of a glove, 
which burrowed deeply into the substance of the uterus. A smaller cyst 
of the same nature was situated further back in the uterine wall. The 
muscle fibres formed a capsule to the cysts, being arranged in concentric 
layers. 

Microscopically the wall of the uterus was found to shew the appearances 
of adenomyoma. The synechia consisted of simple connective tissue with- 
out either muscle fibres or glands, and covered only on the upper surface 
by epithelium. The cyst was lined by high cylindrical epithelium. The 
little wart-like growths were epithelial papillae. The wall of the cyst con- 
sisted of connective and muscular tissue, which was rather oedematous. 

The question as to the origin of the cyst is discussed. After excluding 
possible derivation from the primitive kidney or the Wollfian duct or body, 
there remain possible alternatives in the Miillerian duct, and the mucous 
membrane itself in post-foetal life. The author supports the last view. 


R.W.J. 


Acute Inversion of the Uterus. 

H. F. B. WALKER (British Medical Journal, Nov. 18th 1911) describes a 
case of a Kaffir woman whom he was called to see with the above mentioned 
trouble and in whom, as far as he was able to ascertain, no attempts had 
been made to deliver the placenta by pulling on the cord. 

He did not see her till 12 hours after delivery and then found the 
uterus turned almost completely inside out with the placenta attached, 
covered with some dirty sacking. The pulse was only 75. The cord was 
30 inches long, so that no question of shortness could account for the 
condition, but as to whether the cord was round the child’s neck, he ceuld 
obtain no evidence. He cleaned the surface of the uterus with 20 per cent. 
iodine solution, detached the placenta without haemorrhage and found 
reduction easy, but he says that owing to the friable condition of the 
uterine wall he feared rupture, and was greatly relieved to see the subse- 
quent intra-uterine douche return freely. The puerperium was normal. 


J.M.w. 


Time of Appearance of Menstruation after Curettage. 

JAEGER (Zentralblatt fiir Gynidkologie, Nr. 38, 1911) states that in 25 
cases where curettage was carried out for “‘endometritis,’? menstruation 
came on at the expected time in 16 (64 per cent.). In 1 case it was 2 days 
too early, in 3 it was 2 days too late, in 1 it was 14 days too early and in 
2 it was 14 days too late. He believes that his researches indicate that the 
time of menstruation is independent of the condition of the mucosa and 
depends entirely on the activity of the ovary. 
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The return of menstruation after curettage for incomplete abortion is 
not so subject to rule as is found after curettage for other conditions. 
Here again 25 cases were investigated. In two menstruation came back 
2 weeks after the curettage, in 14 it returned between 21 and 28 days after, 
in 7 between 29 and 35 after, in one six weeks and in one seven weeks after. 
The author believes that the date of the return of menstruation after 
abortion, as after a normal labour, is dependent not upon the regeneration 
of the mucosa or upon the involution of the uterus, but upon the antagon- 
ism which exists between the materials elaborated by the placenta and the 
ovary. 


Carcinoma of the Bowel Associated with Benign Growths of the 
Female Pelvic Organs. 

J. S. MANson (Lancet, Dec. 23 1911) reports two cases with special 
reference to the fact that the symptoms of the benign growths tended to 
mask those of the malignant growths. 

Case 1. A woman of 39 with a cystic adenoma of the right ovary and a 
fibromyoma of the left ovary, together with a columnar-celled carcinoma 
of the sigmoid colon with multiple polypoid growths. 

Case ur. A. single woman of 48, with uterine fibromyomata and car- 
cinoma of the lower bowel and secondary growths in the liver. 

In both cases the benign growths were removed, the symptoms being 
thought to be due to them, which was not the case as the after history 
proved J.M.W. 


Radium-therapy in Proliferating Cancer of the Cervix. 

CHERON and RuBeENs-Duvar, (in La Gynécol, Dec. 1911) give their 
experience of this treatment. They confine their remarks to epithelioma 
of the uterus, more especially the soft rapidly growing ‘ cauliflower ” 
excrescences. Such proliferations consist chiefly of epithelial cells with 
small amount of connective tissue stroma and abundant blood supply. 
The stroma remains of a young type and shews signs of inflammatory 
reaction, the result of the almost constant septic infections. Now such 
primitive structures are the ones most easily influenced by radium. 

They have found by experience that considerable doses are necessary to 
give the desired result : accordingly they give doses up to 30 centigrams 
of radium. This is made up as follows: silver or platinum tubes, 4 a 
inillimeter in thickness of wall, containing from 1-5 centigr. of pure 
sulphate of radium are made up in bundles, containing the total dose 
indicated, surrounded by a lead casing of one or one and a half millimeters 
in thickness of wall: this is again surrounded by 20-25 layers of gauze. 
This will give a well filtered dosage of y and hard 6 rays, and the whole 
vaginal pad may be left in the vagina for 24 or even 48 hours without much 
risk of causing radio-dermatitis. 

This treatment is recommended in all inoperable cases which may, in 
certain cases, thus become operable, and also after preliminary curetting 
in the ordinary way before proceeding to hysterectomy. After curetting, a 
few tubes, with precautions as before, can be inserted into the cavity of the 
cervix. The resulting sclerosis of the tissues does in some cases un- 
doubtedly lead to difficulties in operating, but it is to be remembered that 
this treatment is being recommended in cases otherwise inoperable, and 
in the applications made as an adjunct to a preliminary curetting they 
recommend a dosage of not more than 5-10 centigr. for not more than 24 
hours. 
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In cases remaining unsuitable for operation the applications are not to 
be renewed oftener than once a month, but in post partum cases the 
progress of the disease is usually so rapid that it is justifiable to run the 
risk of setting up a dermatitis by heroic dosage. In any case the dermatitis 
from over dosage is not usually severe, is quite painless and passes off in 
a month. This is the more superficial form, but there is another form 
where ulcerations are produced that are difficult to diagnose from malig- 
nant ulcers. 

The clinical results have been encouraging considering the choice was 
limited to inoperable cases: some of the women have been apparently 
temporarily cured and have remained free from evidence of recurrence, and 
have thus been enabled to return to their work for periods as long as 14 
months, corresponding to a total duration of life of 26 months. 

E.H.L.O. 


Insufficiency of Ovaries in Relation to Insufficiency of Thyroid. 
Mme CoLlARp-Huarp has written her thesis on this subject and it is 
reviewed by Siredey (in La Gynécologie, Oct. 1911). She has collected 
twenty carefully observed cases and publishes her results in a well written 
and interesting manner. She draws attention to the combination of symp- 
toms from the failure of the two sets of organs and to the necessity in 
some women of making a careful search for the ill-marked signs of thyroid 
insufficiency, such as cold extremities and slighter degrees of impaired 
intelligence, though these are well marked in fully developed myxcedema. 
In regard to therapeutics a mixed treatment of thyroid with ovarian 
extracts gives better results than either of these drugs alone in cases of 
irregular or impaired menstrual or other genital function. E.H.L.O. 


A Case of Krukenberg Tumour of the Ovary. 

Gro. W. OUTERBRIDGE (Amer. Journ. Obstetrics, Dec. 1911). The litera- 
ture of the subject is fully quoted, there is an excellent bibliography, and 
the article is well illustrated with photomicrographic drawings. The 
author comes to the following conclusions based on the consideration of 
his case, and of the literature. 

(1) Certain fibrosarcomata of the ovary may undergo throughout com- 
paratively large areas a myxomatous degeneration, this affecting both the 
ground substance and the cells, the former then showing large, loose 
ineshes, the latter becoming swollen, pale, faintly granular with a deeply 
staining, crescentic, peripheral mucleus—presenting the so-called ‘“ seal 
ring’? form. These are the true “Krukenberg tumours” of the ovary, 
and are comparatively rare, though probably not so rare as many authors 
would have us believe, a critical examination of the foregoing literature 
showing that in many cases reported as secondary the secondary nature is 
anything but satisfactorily demonstrated. It appears to have become the 
fashion, especially among the German authors, to consider all malignant 
ovarian tumours of doubtful origin as secondary and to attempt to throw 
all the burden of proof upon those who consider them in many cases 
primary. 

(2) The cells of practically any other ovarian tumour, whether primary 
or secondary, may undergo a similar mucoid degeneration, and produce 
microscopic appearances very similar to the preceding type—at least, as 
far as the cellular elements are concerned, but usually the presence of 
distinct carcinoma masses, glandular formations, etc., in certain areas 
will reveal their true nature. 
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(3) The causal relationship of malignant tumours of the stomach and 
ovary has been sufficiently well demonstrated to warrant the suspicion of 
the presence of both these conditions when either one has been diagnosed, 
until it has been proven by palpatory examination during operation that 
the other does not exist. S.J.A. 


Ectopic Pregnancy Twice in the Same Patient in Six Months, 
necessitating Two Separate Laparotomies. 

James OLIVER (British Medical Journal, Dec. 23 1911) reports a case in 
which on June 12th 1911, he removed the left Fallopian tube containing 
a tubal mole, symptoms of which had been present since May 18th. On 
Aug. 30th 1911, the patient had a normal menstrual period, but on Sept. 
27th, the date on which she again expected to menstruate, the period was 
missed. On Oct. 25th there was an attack of abdominal pain and a 
haemorrhagic discharge which lasted about 10 days. She was seen by Dr. 
Oliver on the 15th Nov., and at the second laparotomy a tubal mole in 
the right Fallopian tube was found and removed. J.M.W. 


Tubal Abortion with Excessive Hemorrhage. 

VautRIN, Nancy (La Gynécol., Nov. 1911) reviews recent researches on 
tubal abortions and shows how it was formerly believed that in cases of 
tubal gestation a copious heemorrhage was always due to a rupture of the 
tube. Vautrin, however, gives the evidence, including a case of his own, 
for believing that an abortion does occasionally lead to flooding. In these 
cases the bleeding is chiefly venous, whereas there is superadded bright 
arterial heemorrhage at the site of a rupture. Even with the advantage of 
an operation to expose the parts the diagnosis is not always possible for 
the pregnant tube becomes so thin that it is very liable to be torn during 
the manipulations necessary to remove it or even to expose it. 

Vautrin is of opinion that tubal abortion is probably not uncommon, 
but as it occurs very early in pregnancy it often passes without notice, 
and only exceptionally is it accompanied by flooding. Pregnancies at the 
outer end of the tube tend to escape easily into the abdomen, for the 
fimbrize do not become agglutinated till the 8th week, as Bland Sutton has 
shown, and recent observers think this process may be delayed till an 
advanced period of the pregnancy, so it may be said that abdominal abor- 
tion is the natural termination of such a pregnancy during the first three 
months. Pregnancies at the inner end of the tube tend to abort through 
the uterus, and as this occurs early it often passes unnoticed. Even when 
implanted in the middle of the tube the ovum may be extruded at one or 
other extremity. The abortion is often brought about by an apoplexy 
which may be extra- or intra-ovular. This apoplexy may be the result of 
abnormal conditions of the tube but in many cases it is probably due to 
the condition of the ovaries and especially of the corpus luteum. Recent 
researches in tubal gestation tend to the belief that microcystic ovaries 
with excessive production of lutein lead to this apoplexy of the ovum. 

E.H.L.O. 
Cervical Pregnancy. 

I. C. Rustin (Surgery, Gynecology and Obstetrics, Dec. 1911) reports 
the following case of this condition. The patient was a 2-para aged 28, 
who, when three months pregnant, had several attacks of acute abdominal 
pain following coitus. She fainted after the last attack, and, when seen, 
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was much exsanguinated with a rapid feeble pulse. There was free fluid 
in the abdomen. On vaginal examination the cervix was closed and there 
was no discharge. The fornices and the pouch of Douglas felt boggy and 
were very tender. The abdomen was opened on a diagnosis of ruptured 
extra-uterine gestation. The peritoneal cavity was full of blood, and at 
the extreme left border of the anterior surface of the pregnant uterus there 
was a rent the size of a “‘ silver quarter.’”’ The anterior uterine wall was 
so thin that at first it gave the impression of an ovarian cyst; and during 
the subsequent hysterectomy this wall tore through and the foetus was 
extracted through the rent. At the point at which the cervix was cut 
through it was noticed that there was a considerable amount of placental 
tissue left behind. 

On examination after removal the uterus was found to approximate to 
the size of a two and-a-half months pregnancy. It was seen to consist of 
two parts: an upper thick, muscular portion constituting the corpus; and 
a lower thin, dilated portion, to which a large shredded placenta was 
attached. The wall of the corpus was one and a quarter inches thick, 
while the lower portion measured one-eighth of an inch in thickness. The 
peritoneum extended down in front and behind to a point corresponding to 
the beginning of the placental attachment. A line drawn through the 
insertion of the uterine arteries passed through the placenta immediately 
below its upper margin. The foetus measured 235 cm. On microscopic 
examination a few ‘‘ decidua-resembling ’’ cells were found about the 
middle of the cavity of the uterus, but no chorionic villi. The lowermost 
portion of the uterine cavity showed necrotic masses of trophoblast, decidua 
and chorionic villi. Sections from the lower portions of the specimen 
showed foetal elements and typical cervical glands. The author therefore 
concludes that the placenta began its development at or very near the 
isthmus and internal os, and that its further evolution was downwards 
towards the vaginal portion. 

The author believes that coitus was the immediate cause of the rupture 
of the lower uterine segment, the tissues being already much thinned by 
the invasion of the trophoblast. 

From the study of seven cases of this condition which he has been able 
to collect from the literature, the author lays down the following criteria 
as being essential to prove a case to be one of cervical pregnancy : 

(1) There must be cervical glands opposite the placental attachment. 

(2) The attachment of the placenta to the cervix must be intimate. 

(3) The whole or a portion of the placenta must be attached either below 
the entrance of the uterine vessels, or below the peritoneal reflection from 
the anterior and posterior surfaces of the uterus. 

(4) Foetal elements must not be present in the corpus uteri. 

The article is illustrated by photographs of the specimen and by micro- 
photographs of the sections. W.W.K. 


Isthmico-Cervical Pregnancy. 


DEVRAIGNE read a paper before the 14th session of the Société Obstétri- 
cale de Paris (L’Obstétrique, Nov. 1911), in which he brings together 16 
cases of this abnormal form of pregnancy. Since Kielmann published his 
observation in 1897 various German accoucheurs have written on this 
subject, among others Ahlfeld and Aschoff 1904, Ponfick 1906, and Jaschke 
1910. Devraigne, however, points out that in their hunt for something 
new the Germans have omitted to go so far back as the third volume of 
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Tarnier and Budin’s treatise on midwifery, where the first named published 
in extenso the description of a cervical pregnancy complicated by a large 
fibroid tumour. Tarnier performed a Czesarean section and delivered a 
putrid foetus, and the woman unfortunately succumbed. The diagnosis 
had not been made, in fact was not completed till the post-mortem examina- 
tion. The cavity of the body of the uterus had not contained any part of 
the pregnancy and had become filled with gas from the decomposition of 
the foetus : this had led to a tympanitic condition of the uterus which was 
decidedly puzzling. Devraigne’s own case, from Bar’s wards in the 
clinique Tarnier, admitted in December 1910, was very similar: the 
diagnosis lay between a pregnancy in a bi-horned uterus or complicated 
by fibroids, or a double uterus or an empty uterine cavity. The woman 
was in her 6th month of pregnancy, and on account of haemorrhage, and 
as the child was dead, it was decided to empty the uterus. The placenta 
was so firmly adherent that it could not be removed entirely even at a 
second curetting two days later: its remains came away gradually in the 
lochia. 

A study of the published cases shows that the women were mostly 
elderly primiparas and that hemorrhage is the chief symptom, leading to 
the death of mother and child. The cervix is naturally so little, if at all, 


tion of the placenta invades the submucous tissues and eats into the 
muscular walls : so marked is this that microscopically the tissues might 
be thought invaded by a malignant new growth. It is not surprising then 
to find the hemorrhage continues after the delivery, much as one finds 
uncontrollable haemorrhage in tears of a cervix fixed in old inflammatory 
deposits which hinder retraction : the adherence of the placenta is a marked 
feature which adds to the risk of haemorrhage. The diagnosis is very 
difficult but may be made by careful digital examination inside the cervix. 
No doubt many cases of abortion with violent heemorrhage are due to this 
implantation. In most of the German cases the foetus was partly in the 
uterine cavity. 

Each case must be treated on its merits, but in view of the excessive 
haemorrhages and the difficulties to be expected from the adherent placenta 
the prognosis is very grave. E.H.L.O. 


Pregnancy and Labour in Tabes Dorsalis. 

Jakus (Zentralblatt fiir Gynikologie, Nr. 36, 1911) reports an interesting 
case of this kind. The patient was 36 years old. She was married at 20, 
and soon after became infected with syphilis. There were eight preg- 
nancies, four terminating in the births of dead children at the sth, 7th, 8th 
and 9th months. Of the four children born alive only one survived. For 
seven years there had been a steadily progressing tabes, lightning pains, 
gastric crises, ataxia, strabismus, staccato speech, etc. There was no 
sexual desire and no feeling on coitus, also no sensation on emptying the 
bladder. 

The patient was admitted to hospital in labour. The membranes had 
ruptured, and on examination the cervix was found to be taken up and 
to admit one finger. There were, however, no pains, though the uterine 
contractions could be distinctly felt by placing the hand on the 
abdomen. Three hours later there was a feeling of pressure on the rectum 
and shortly afterwards the head was born. The shoulders and body 
followed without any delay and ten minutes after the child the placenta 


contractile that clinically it can be considered not contractile. ‘The inser- | 
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was delivered spontaneously. There was no post-partum haemorrhage. 
Throughout the labour there were no pains. The puerperium was normal, 
and the involution of the uterus was good. The child, a healthy female, 
weighed 7 lbs., and took the breast. Four months after the birth the 
nervous symptoms exhibited by the patient had developed markedly. She 
had to feed the child three months after the birth with cow’s milk. The 
child was in a fairly good state of health, but it was pale. No evidence of 
syphilis. Wassermann reaction positive in the case of the mother. J.Y. 


Treatment of Toxzmias of Pregnancy with Serum of Normal 
Woman. 


MAYER (Zentralblatt fiir Gyndkologie, Nr. 37, 1911) states that he has 
had good results with the injection of serum obtained from the normal 
pregnant woman in three toxzemic cases. 


(1) This was a 23 year old primipara, who developed in the tenth month 
of pregnancy a paresthesia of the fingers, associated with numbness and 
itching. There was no change in the urine. Intravenous injection of 
10 ccm. of serum from a normal pregnant woman led to a disappearance of 


the itching in two days. The other symptoms speedily disappeared 
thereafter. 


(2) This was a 34 year old vi-para, who developed herpes gestationis 
about the middle of the tenth month. It involved the upper part of the 
body as a diffuse pustular eruption. It increased post-partum to such an 
extent that three days after labour it had involved practically the whole 
body. Twenty ccm. of serum from a healthy pregnant woman were 
injected intramuscularly. A few hours afterwards there was a distinct 
improvement, which continued especially in the upper part of the body. 
Thirty-six hours later a further 35 ccm. of serum were injected intra- 
muscularly. There was a further marked improvement of the condition 
on the following day. By the tenth day only the feet were involved. An 


additional 20 ccm. of the serum was given then and this was followed by 
cure. 


(3) This was a case of eclampsia which developed in a 23 year old ii-para 
in the 6th or 7th month of pregnancy. Before admission to the hospital 
there had been 15 mostly severe fits. She was admitted in coma, no 
corneal reflex, pulse 96, blood-pressure 175. No cedema. Albumen in 
urine 7 per cent. The same night 20ccm. of serum were injected intra- 
venously. Quarter of an hour afterwards the patient wakened up consider- 
ably and became restless during the pains of labour, which was in progress. 
During the night there were six fits and the condition of the patient 
became worse. Five hours after the first injection a further 20 ccm. of 
serum were administered. Twenty minutes later the deeply comatosed 
patient again wakened up and became restless with the pains. The condi- 
tion improved distinctly. Thirteen hours after admission a further 20 ccm. 
of serum were injected with results similar to those recorded. Two hours 
later the child and placenta were born. The child was recently dead. 
Pulse of patient then was 120. Five hours later patient answered to a call 
for the first time, but only recovered complete consciousness forty-eight 
hours later. According to the author this is the first case of intravenous 
injection of serum from a normal pregnant woman used with success in 
eclampsia developing before labour. J.Y. 
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The Blood Pressure Index in Eclampsia. 

Haroip C. (Surgery, Gynecology and Obstetrics, November 
1911). The author has studied the blood pressure in normal and in 
toxzemic pregnant women. He finds that the normal blood pressure read- 
ings during the last five weeks of pregnancy average about 118 mm. of Hg. 
A blood pressure of over 150 mm. is indicative of impending eclampsia, and 
calls for a thorough investigation and immediate treatment. In eclampsia 
with convulsions the blood pressure is usually about 200 mm. of Hg., but 
may be as low as 155 mm.; while in fulminant cases without convulsions 
the blood pressure is not raised. The author admits that veratrine viride 
reduces the blood pressure and stops the convulsions, but still he does not 
think that the drug should be used ‘“ because it reduces her to a condition 
similar to that of a patient with the fulminant type of the disease.’’ In 
the toxeemias of the early months of pregnancy the blood pressure is 
invariably low. 

In conclusion he urges that tri-weekly blood pressure and urinary 
examinations should be made on all patients during the latter months of 
pregnancy, as the only effective safeguard against eclampsia. W.W.K. 


The Quantity of Sugar in the Blood in Pregnancy, Labour, and 
the Puerperium, and in Eclampsia. 

BENTHIN (Zeitschr. f. Geb. u. Gyn., Bd. 1xix, Hft. 1) has estimated the 
quantity of sugar in the blood in these conditions, and finds that it usually 
increases during labour, especially in the second stage. The amount of 
increase varies, but in some cases the readings are so high, compared with 
the ascertained quantities before labour, as to constitute a veritable ‘ partu- 
rition-hyperglyccemia.’ The quantity rapidly diminishes in the puerpe- 
rium. In cases of eclampsia the sugar is also increased, whether the attack 
comes on before, during or after labour. The author regards the increase 
as closely associated with the increased muscular functions of labour, and 
during convulsions. R.W,J. 


Labour During the Years of Development. 

Bonpy (Zeitschr. f. Geb. u. Gyn., Bd. Ixix, Hft. 1) has investigated the 
material at the Breslau clinic in regard to this question. He gives elaborate 
details, and the conclusions to which he is brought are interesting. In the 
first place the generally accepted view that nubility is not attained until 
twenty or later would appear to be erroneous. From his observations the 
‘optimum ” period for a first labour is from eighteen to twenty. After 
twenty-three the favourable chances rapidly diminish. In regard to first 
labours in the years of development between fourteen and seventeen the 
striking conclusion appears that these are in no way unfavourable either 
to the mothers or the children. Thus tardy support is given to Mauriceau, 
who, more than 200 years ago declared ‘‘ les femmes audessus de quinze 
ans accouchent d’autant plus facilement qu’elles sont jeunes.” R.W.J. 


Dystocia from Abdominal Hysteropexy. 

DELAHOUSSE, Roubaix, and Out, Lille, describe (La Gynécol, Nov. 1911) 
a Ceesarean section performed on account of the impossibility of delivery 
through the vagina. The patient was a woman of 30, whose first child was 
born eight years previously. She subsequently suffered from salpingitis 
which led to the removal of the appendages on the left side, and the 
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operator at the same time fixed the uterus to cure a retroversion. The 
pregnancy which ensued went to term, and when the patient was seen in 
labour the foetus was found entirely above the umbilicus and lying trans- 
versely. Digital exploration, carried as high as the 5th lumbar vertebra, 
failed to reveal the cervix or vaginal vault and was obstructed by an 
elastic mass which turned out to be the anterior surface of the uterus. 
The abdomen was opened and the uterus was incised in the median line 
after separation with much difficulty of omental and intestinal adhesions. 
The uterus was removed supravaginally. Mother and child survived. 
Subsequent examination of the uterus revealed the fact that the posterior 
wall had been incised almost transversely, its point of suspension having 
been the fundus near the right cornu. E.H.L.O. 


Retention of a Feetus in the Abdominal Cavity for Forty Years. 

E. WEATHERHEAD (British Medical Journal, Dec. 30, 1911) reports a case 
of the above. The case is interesting from the fact that the patient was 
brought before the Sussex Medico Chirurgical Society in 1872 about eight 
months after the death of the foetus for diagnosis, and Dr. Weatherhead 
gives their full report in which apparently only one member, a Mr. Tuke, 
made a correct diagnosis. The patient died at the age of 74, when the 
author of the paper was able to do a post-mortem examination and remove 
the foetus in its sac. J.M.W. 


Conservative Czsarean Section after Rupture of the Membranes, 
LORIER, working in Ribemont-Dessaignes’ clinique (L’Obstétrique, 


- Nov. 1911), contributes a study of 19 operations performed from 45 minutes 


to 16 hours 20 minutes after the rupture of the membranes. All the 
mothers and children survived, though 31 per cent. of the mothers showed — 
some ‘‘ morbidity.” In one case his silk sutures caused a fistula to form. 
He recominends closure of the uterus with a layer of buried sutures and a 
superficial row of ‘‘ Lembert’s.”? Before opening the uterus he thinks it 
advisable to draw it out through the wound though this entails a long 
abdominal incision. Subsequent drainage is left an open question. On 
the whole Lorier prefers the classical Caesarean section, even in presumably 
septic cases, to facing the difficulties of the extra-peritoneal operations. 

E.H.L.O. 
Transverse Episiotomy. 

WALDSTEIN, Vienna (in Volkmann’s Samml., Nr. 640, 1911), describes this 
operation that he has been performing for a year and a half with good 
results. He discusses the various methods of trying to prevent tearing of 
the perineum by a longitudinal median and by lateral incisions, or by 
both, none of which have given satisfactory results. In spite of such 
procedures a tear once started often extends rapidly and invades the 
sphincter ani or even the rectal canal. This is probably because the tearing 
begins in the deeper tissues or in the vaginal mucosa, starting sometimes 
in the region of the hymeneal ring. 

Waldstein’s method is to make an incision transversely across the 
perineum. The exact spot at which this incision crosses the middle line 
will vary with the presumable extent of the impending tear: the worse 
the expected tear the further back the incision, but in general terms it will 
lie 3-4. cm. behind the posterior vulvar commissure, and this will be found 
post-partum to be about half way between vulva and anus. The incision 
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will similarly vary in length from 2-3 cm. and is to be catried through the 
skin or subcutaneous tissue down to the superficial fascia. If this last has 
been already torn it can be repaired in stitching the wound; if it has not 
been torn it will probably be saved. Should the perineal edge still show 
signs of giving way a longitudinal incision can now be made in the middle 
line to join the centre of the first cut. The wound opens out till the vulvar 
outlet gains in circumference by twice the lengths of the incisions: that 
is if the transverse line be 2-3 cm. and the antero posterior be 3-4 cm., the 
available space gained will be 10-14cm. In making the longitudinal 
incision it is necessary to take care that it does not cross the transverse 
cut: in one case where Waldstein made a notch below the wound (the 
patient was restless and moved at the critical moment), the notch was 
prolonged by a longitudinal tear. 

The wound is best treated by sewing it up entirely longitudinally. If 
it be stitched along the lines of the original incisions there is apt to be 
bad union—granulations—at the junction of the two incisions. The result 
of the first method of suturing is slightly to lengthen the perineum, but 
that is no disadvantage, and the result looks like the perineum of a nulli- 
para. The paper is illustrated by drawings and diagrams. E.H.L.O 


Pituitrin Employed to Stimulate Labour. 

BAGGER-JORGENSEN (Zentralblatt fiir Gynikologie, Nr. 37, 1911) reports 
three cases demonstrating the use of pituitrin as a stimulant to a lagging 
labour. (1) This was a 22 year old 2-para. Pains started at 6 in the 
morning, continued weakly during the forenoon and between 2 and 3 in 
the afternoon were coming only every 8-16 minutes. Between 3 and 4 they 
passed off. At 4.38 p.m. 1 ccm. of pituitrin was injected subcutaneously. 
Ten minutes later powerful pains set in and the labour terminated 3 hours 
later. There was considerable post-partum atony of the uterus and heemor- 
rhage. Puerperium normal. (2) 43 year old 8-para. Labour started at 
3 in the morning. On admission to hospital at 9 a.m. the pains had ceased. 
The head was in the pelvis. At 10.28 1 ccm. of pituitrin was given subcu- 
taneously. Seven minutes later a powerful pain set in. This was imme- 
diately followed by another and the head was born. (3) 41 year old 7-para. 
Labour started at 10 in the morning. The pains continued strongly all 
day but they became weakened and eventually disappeared in the evening. 
She was admitted to hospital at 6 in the morning on the following day. 
The pains set in again at 4 p.m., but by 7.30 p.m. they had become very 
weak with intervals of ten minutes. The head was still above the pelvic 
brim. An injection of r2ccm. of pituitrin was then given. By five 
minutes very strong pains with two-minute intervals set in. At 7-50 p.m. 
the membranes ruptured, and five minutes later the child was born. 
Puerperium normal. 

In a paragraph added after the writing of the above paper the author 
records two further cases with similar results. JY. 


Is there any connection between Difficult and Still Births and 
subsequent Psychic and Nervous Disturbances ? 

Hannes (Zeit. f. Geb. u. Gyn., Bd. Ixviii, Hft. 3) has investigated three 

series of cases in the endeavour to throw light upon this question, which 

has been mooted repeatedly by different authors. Mendel, Mitchell, Little 

and Langdon-Down, amongst others, have regarded asphyxia neonatorum 

as of etiological significance in relation to Little’s Disease, and idiocy. 
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Konig, Vogt and others have referred to the possibly far reaching conse- 
quences of the cerebral hemorrhages produced by difficult birth and 
asphyxia. Fletcher-Beach and many other writers have regarded the 
dangers of forceps births as of significance in the same way. 

Without going into details, suffice it that Hannes investigated 150 
cases of still birth in which the child recovered: 150 cases in which the 
birth had to be assisted artificially : and 150 cases of normal spontaneous 
birth. In the first series, of 62 children that had lived to their second year 
3°2 per cent. showed some mental anomaly: there was no case of idiocy. 
In the second series of 90 survivors 3°3 per cent. showed some anomaly, 
2'2 per cent. some mental anomaly, and 1°1 per cent. idiocy. In the third 
series 89 children survived, and of these 3°4 per cent. showed some mental 
anomaly, and 1'1 per cent. idiocy. 

Hannes concludes that in the first place there is no ground for the belief 
that forceps have an ultimately injurious influence upon the child. 
Secondly there is reason to agree with Seitz when he states that a still-born 
child that recovers from the asphyxia, and has no other complication 
during the first week of its life, will not suffer in any way subsequently 
from the difficulties and dangers associated with its birth. R.W.]J. 


The Etiology of Puerperal Psychoses. 

A. Manzer (Neurol. Centralbl., Aug. 1, 1911, Nr. 15, p. 851). MUbNZER 
points out that hitherto the exhaustion consequent upon the strain of 
pregnancy and labour has been regarded as the principal underlying factor 
in these conditions. Exhaustion, however, has not such an influence in 
the case of other diseases, such as cancer and tuberculosis, in which an 
even greater degree of it is common. In view of the startling fact that the 
author found that 21 per cent. of all the women confined at the Heidelberg 
Clinic suffered from puerperal psychoses, he feels bound to look for some 
specific causal factor, and he believes that he has found such in the internal 
secretion of the uterus. The existence of this secretion is still to some 
extent hypothetical, but the results of Fellner’s work go to indicate that 
it is one of the blood-pressure-raising group of secretions, and in so far 
antagonistic to the internal secretion of the ovaries. 

The author believes that such a secretion will be greatly increased in 
quantity during pregnancy and in the puerperium, and that it may pass 
into the circulation and give rise to changes in the central organs that may 
well be the basis of mental disturbance. In the puerperium there is the 
additional complication of a large quantity of uterine tissue being rapidly 
absorbed, which may be a further source of poison. 

In the case of lactation psychoses coming on after the close of the 
puerperium, these influences cannot be regarded as playing any part. In 
them exhaustion must still be regarded as the main factor. R.W,J. 


Graphic Method of Determining the Age of the Feetus. 

Prof. ZANGEMEISTER (Zeitschr. f. Geb. u. Gyn., Bd. Ixix, Hft. 1) has for 
years back kept detailed notes of the length and weight of foetuses of 
different ages born in his clinic as well as of the weight of the placenta, 
brain, lungs, heart, kidneys, liver and spleen in each case. From these 
results combined with similar figures recorded in the literature he has for 
each item constructed a graphic curve, showing the proper figure for each 
period of four weeks. The curves are in the form of shaded outlines, the 
margins of which may be regarded as the physiological extremes and the 
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central line as the average. ‘The figures of other observers are represented 
by a separate curve in those cases where there is much difference. The 
curves should prove of considerable use in cases where it is important to 
determine as exactly as possible the age of the foetus. The following are 
the average figures for a foetus at term :--length 49°93 cm.; weight 32424 
grm.; placenta 5042 grm.; brain 371 grm.; lungs 62°3 grm.; heart 227 
grm.; kidneys (both together) 28 grm.; liver 120 grm.; spleen 10 grm. 
R.W.J. 


Icterus Neonatorum. 

HEIMANN (Zeitschr. f. Geb. u. Gyn., Bd. lxix, Hft. 1) records the results 
of systematic examination of the blood in a number of cases of this disease. 
He finds that it differs from icterus in the adult. In the infant it is 
associated with a fall in the number of red blood corpuscles, a lowering of 
the specific gravity, a drop in the leucocyte count, and a diminution in the 
heemoglobin-content. In the adult affection there is a rise in all these 
values. 

The author thinks that his findings prove the theory of Hofmeier. The 
latter observed that icteric infants showed an increase in the urine of the 
products of proteid metabolism. From this he gathered that such a child 
assimilates more, as its food suits it, and accordingly it is compelled to 
encroach upon its own organic proteid matter. This it finds in the first 
place in the circulating proteid of the blood. This view is confirmed by 
the author’s finding that the more the icterus advances, the greater is the 
consumption of both red and white blood corpuscles. Apparently therefore 
whether a child becomes jaundiced or not depends on its capacity to 
assimilate well or poorly. It is a haemo-hepatogenous affection. It may 
be followed by a slight duodenal catarrh, but this is always secondary to 
the blood changes. R.W.J. 


Recent Experiences in the Technique of Infant Feeding, &c. 
JASCHKE (Monatschrift fiir Geb. u. Gyn., Bd. 35, Heft 1, p. 60). After 
dealing in detail with the methods he has adopted in his clinic for the 
aseptic treatment of the new-born child, which he considers necessary in 
order that the infant may thrive to the utmost, the writer goes on to discuss 
the question of feeding. He considers two-hourly feeding after the two first 
days of separate existence to be unphysiological. While the stomach of the 
babe may be considered to be empty 14 to 2 hours after a feed, there can 
be little or no doubt that the secretory function of the stomach must sooner 
or later suffer if the two-hourly plan be carried out, seeing that periods of 
repose are necessary for the organ. By a still longer interval during the 
night hours both child and mother benefit. Physiological requirements 
can be fulfilled only by giving the breast at 3 or 4 hour intervals during 
the day and by a period of 6 to 8 hours’ rest during the night. The 
writer’s experience shows that where the maternal power of suckling is 
satisfactory, as proved in over two thousand observed cases, the breast 
should be given at four hour intervals—exception being made only in 
premature infants or where there is distinct deficiency of the milk supply, 
when the intervals are three hourly even in the first weeks of life. Even 
in such cases if the surroundings of mother and child are satisfactory the 
four hourly feeding with 8 hour intervals during the night is quite 
without detriment, although it may occur that for the first 8 to 10 days the 
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infant may be somewhat under-nourished, since the deficit is promptly 
made good later on, and the danger of overfeeding eliminated. 

The view which has been held by Bumm, that by means of two hourly 
feeding the breast, which is deficient in supply, may be easier stimulated 
to greater activity is disputed in toto by the writer. He holds that by 
frequent suckling the child uses less and the breast is not emptied and 
hence the stimulus to further secretion is absent. The breast should be 
emptied to the furthest possible extent in all cases of deficiency, a plan 
which will be found much better than giving the breast frequently, as 
secretion is stimulated only if there be complete emptying of the organ on 
each occasion. To ensure this a strong child should be put to the deficient 
breast or the organ emptied by an exhauster such as the author has 
constructed and used with success for three years. The weight of the child 
is a simple and quite reliable test of the degree of deficiency. If after the 
initial drop has occurred no further loss of weight follows then the child 
sustains no harm be its gain ever so gradual. Its good estate is surely 
indicated by a steady and slow gain rather than by the most rapid return 
to the weight at birth—the initial loss being of little real consequence. 
The writer has entirely given up trying to make up for this loss rapdily 
or to prevent it by profuse feeding, since he has observed that such a 
procedure tends to cause the so-called transition catarrh (iiebergangs- 
katarrhe). By this is meant the slight dyspepsia occurring in the days 
when the meconium is giving place to the usual faecal material, and 
evidenced by increase in number of the motions with insufficient digestion 
and rarely the presence of some mucus, which occasionally disturb the 
curve of the weight increase for a day or two. Such dyspepsias are of 
little significance apart perhaps from the fact that they give rise to danger 
for the infant, as it seems peculiarly sensitive to any omissions in aspesis 
at this time, and thus the slightest indigestion may pave the way for 
intestinal catarrh with febrile manifestations which of course are always 
important. The writer here gives tables of the weight of various infants 
and their increase in the first fortnight of life. 

He next deals with the question when the child should be first put to 
the breast. His method is to do so from 2 to 8 hours after birth, and to 
continue regularly thereafter unless there be any special reasons for sparing 
the mother. By doing so he finds that the secretion of milk is favourably 
influenced and that the mother also benefits, as she obtains better contrac- 
tion and involution of the uterus in the first days of the puerperium and 
is less subject to retention of coagula and of rises of temperature. 

The number of motions rather than their appearance is to be considered, 
they are lessened if the child is insufficiently nourished and increased by 
overfeeding, while if catarrh is present, mucus appears in them and they 
are frequent and passed with force. In mild cases there are greenish or 
whitish flakes (which are not casein but soap) combined with mucus, in 
severe cases where true enteritis is present the motions are quite thin and 
watery, shot out with violence, yellowish-green in colour and containing 
mucus and drops of fat but almost entirely without soap flakes. Such 
data are quite sufficient for all practical purposes, at least for breast babies. 
The colour is of small import. Although the golden yellow stool of 
ointment-like consistence is highly praised in all books it may be absent 
without disadvantage in the new-born. Such a child may thrive well and 
show stools of all shades between green and yellow, and when it is beyond 
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the stage of first infancy, and earlier or later has reached its initial weight, 
then the golden yellow motions will appear. 

The writer then discusses the treatment of the cord and the methods of 
prophylaxis of ophthalmia neonatorum. W.R.P. 


Obstetrical Societies in France. 

PauL Bar writes (L’Obstétrique, Nov. 1911) an article apropos of the 
14th session of the Société Obstétricale de France which held a six days’ 
meeting in October. This society has passed through various vicissitudes 
but it is now hoped that by junction with other societies, some rivals, 
some already affiliated, one large one will be formed with others affiliated 
to it in all the university towns at least, and in other large centres of 
French speaking medical men. Among these societies are the Soc. obstét. 
et gynécol. de Paris, dating from 1885, and the Soc. d’ obstét., de gynécol., 
et de pédiatrie de Bordeaux, founded about 1892, as also others in the 
University towns of France and in Algiers. E.H.L.O. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAI, AND GYNA‘COLOGICAI, SECTION. 


Meeting held Thursday, January 4th, 1912. 
The President, Dr. AMAND Routn, in the Chair. 


Specimens. 


Dr. Ropert WISE: Cervical tube to be left in the cervix after dilatation. 

Dr. DRUMMOND MAXWELL: Angio-chorioma of uterus. 

Dr. BLatR BELL: (1) Exfoliation of endometrium during menstruation ; 
(2) bilateral solid tumours of the ovary, probably carcinomatous sarcomata. 

Dr. Swayne (Clifton) read a paper on 


Two CASEs OF Missep LABouR. 


Spiegelberg defines missed labour as being the occurrence of the nisus 
of parturition at or about term, with the subsequent evacuation of a dead 
or decomposed foetus either by nature or by art. The first case described 
was one by Oldham in 1847. The period of retention varies ‘greatly. 
Hagmann describes one case in which delivery by Czesarean section was 
necessary, the foetus being retained in the uterus for 440 days after the last 
menstruation, or about five months after term. The condition is a rare 
one, only fifteen cases having been collected by Hagmann in 1904. 

In Dr. Swayne’s first case the patient, who had had three previous 
pregnancies, last menstruated October 16th 1904. On June roth 1905, she 
had a flooding, and on the 24th the liquor amnii was discharged, and a 
mass expelled which the midwife attending recognised as placenta. She 
ligatured and cut the cord. This was followed by an offensive purulent 
discharge, and on August 8th a portion of the foetus began to come away 
per vaginum. The patient was admitted to the Bristol Royal Infirmary in 
a very grave condition, semi-comatose, and the uterus was found to be 
enlarged to the size of a six months’ pregnancy. The contents of the 
uterus, which were decomposing, were removed with great difficulty after 
dilating the cervix, but in spite of all restoratives the patient sank the 
same evening. 

In Dr. Swayne’s second case the patient last menstruated on December 
17th 1906. On September 17th, 1907, the patient had slight pains and 
uterine contractions, but these soon passed off, and nothing more occurred 
till November 30th 1907, when Dr. Swayne was sent for, and found labour 
had began and the os dilating. Owing to the large size of the child, 
delivery had to be effected by craniotomy. The child was retained for 340 
days after the last menstruation, and weighed 14 pounds. 

Dr. W. BLAIR BELL (Liverpool) read a paper on a case of 

RHABDO-MYOSARCOMA OF UTERUS. 

Miss L. C., eet. 70, had the menopause twenty years ago, and remained 

quite well until July 1911, when she noticed a slight reddish discharge 
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from the vagina, which was not offensive then, but became so later. On 


September 15th she passed a large piece of growth, which was found on. 


histological examination to be a mixed-celled sarcoma. The uterus, tubes, 
and ovaries were removed a few days later, and the patient made a good 
recovery. Ten weeks later she was suffering from intestinal obstruction, 
and the abdomen was found to be full of growth. Enterostomy was per- 
formed, and the patient lived for about a week. The specimen removed 
showed the uterine cavity to contain a large polypoid growth, round which 
the wall of the uterus was stretched. On further examination, the tumour 
proved to be a mixed-celled sarcoma, in which there were a large number 
of broad spindle cells, and some of them were striated muscle cells of a 
somewhat embryonic type. The recurrent growth in the abdomen was 
also found to be a mixed-celled sarcoma. 
Dr. Henry BricGs (Liverpool) read a paper on 


THE RELATIVE S1zE OF THE UTERUS IN CASES OF HypATIDIFORM MOLE, WITH 
ILLUSTRATIVE CASES AND SPECIMENS 


which appears in this number of the Journal. 


Dr. W. S. A. GrirritH drew attention to the unreliability of the 
measurements of the size of the uterus when taken in relation to the navel, 
for whereas the usual height of the lower border of the navel is six inches 
above the pubes, in a considerable number of women it measures from five 
to seven inches. Added to this is the difficulty of certain knowledge of 
the duration of pregnancy. At the same time he was quite prepared to 
agree with Dr. Briggs that a uterus containing a cystic mole was often 
smaller than a normal pregnant uterus of the same period. Dr. Griffith 
was not surprised that Dr. Briggs avoided the question of diagnosis. His 
own experience was that when the cervix was closed his diagnosis had 
usually been at fault. 

Dr. BLACKER, after expressing appreciation of Dr. Briggs’s paper, said 
that for a long time past he had taught that the size of the uterus might 
be greater or less than, or equal to, the size of the organ at the correspond- 
ing period of pregnancy. Dr. Briggs’s paper brought out the fact that in 
a considerable nuinber of the cases the uterus was definitely smaller than it 
ought to be. At the saine time he thought that in many of the cases 
quoted the mole had been retained some time in the uterus, and this might 
explain the apparent anomaly. During the period of retention the mole 
may have undergone retrogressive changes and shrinkage. He gathered 
from some of the specimens in which the uterus was larger than normal 
that the author of the paper thought some of this increase due to the 
presence of hamorrhrage in utero, but the case of hydatidiform mole he 
had shown before this Section proved conclusively that the undue enlarge- 
ment was due to the size of the mole itself. The matter was of great 
clinical interest, and he thought Dr. Briggs had quite proved his point. 

The Prestpent (Dr. Amand Routh) had seen several cases of hydatid 
mole where the uterus was not enlarged beyond the supposed period of 
gestation. He was surprised that one of the cases of chorion-epithelioma 
had been preceded by one of the smaller varieties of hydatid mole. He 
had thought it probable that the larger hydatid moles, showing more 
activity of growth and greater vascularity, were more liable to develop 
chorion-epithelioma than the smaller and more quiescent ones. He con- 
gratulated Dr. Briggs on his valuable contribution to their knowledge of 
the subject 
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Dr. BrIGGs, in reply, admitted the difficulty, and sometimes the impos- 
sibility, of substantiating statements as to size changes in the uterus. 
These drawbacks, however, cut both ways, affecting oversize and undersize, 
principally in changes of slower and lesser degrees, but the predominance 
in the long run would come out. Dr. Briggs explained that he had himself 
tardily yielded to an eighteen years’ acquaintance with undersize, because 
he had seen it repeatedly verified, and the intra-uterine haemorrhage 
recently observed in case 1 encouraged further inquiry. 


EDINBURGH OBSTETRICAL SOCIETY. 


The Second Meeting of the Seventy-third Session was held on Wednesday 
13th December, the President, Dr. Haic FErGuson, in the Chair. 


THE TECHNIQUE OF THE MorE EXTENSIVE OPERATIONS FOR CANCER OF 
THE WOMB. 

Dr. F. J. McCann, London, gave an account of the details of the 
technique which he adopts, illustrating the steps of the operative proce- 
dures with lantern slides. 

As regards preparatory treatment he deprecates the use of a curetting 
of the diseased tissue several days beforehand, as also of a scraping and 
cauterisation just before the anesthetic is administered, as practised by 
Wertheim. Dr. McCann’s procedure consists in swabbing the surface of 
the cervix and vagina with 5 per cent. silver nitrate. If the growth is 
proliferating and necrotic the tissue is scraped away and cauterised. These 
procedures are carried out just after the patient is under the anzesthetic. 

Dr. McCann lays considerable stress on prevention of infection of the 
wound, which he accomplishes by placing round the edges of the wound 
on each side pieces of gauze and jaconet which are fixed by sutures passed 
right through the abdominal wall. 

As regards the steps in the detachment of the uterus Dr. McCann starts 
by stripping down the bladder and the peritoneum from the front, using 
for this purpose the scissors. The use of the finger or a piece of gauze is 
apt to lead to a tearing of the bladder wall. The uterus is now drawn to 
one side and the opposite round ligament divided between forceps as far 
forward as possible. The incision in the peritoneum is then continued 
with scissors up to the intestine and over the ovarian vessels, which are 
picked up with forceps and divided. A similar incision is made on the 
opposite side. The ovarian vessels and round ligaments are then ligatured. 
Dr. McCann believes that this long incision of the peritoneum presents 
several advantages as compared with the technique used by Wertheim. 
By raising the inner flap of peritoneum at its upper part the ureter is 
readily recognised, the iliac glands may be removed in the early stage, and, 
moreover, by the ligature the ovarian vessels without including peritoneum, 
the subsequent suturing is facilitated. The ureter is separated in its 
pelvic portion and traced to its entrance into the parametrium. The 
“ureteric canal’ is now defined with the scissors and the index finger 
passed along it above the ureter and lifts up the uterine vessels. These 
are isolated, divided between forceps and ligatured as far out as possible. 
The ureter is then followed forwards. 

The bladder is now further separated in a downward direction, after 
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which the rectum is detached. This is done by seizing the peritoneum 
of the Douglas’ Pouch with forceps and cutting into it with scissors in the 
region of the loose tissue intervening between the rectum and the posterior 
vaginal wall. The incision is extended outwards on each side till it is 
completely divided behind. The utero-sacral folds are divided and seized 
with forceps. The rectum is separated from the vagina by snipping with 
scissors. 

The uterus is pulled up and to one side and the opposite parametrial 
tissue clamped with a series of forceps from behind forwards, division being 
carried out till the vagina is reached. The other side is dealt with in a 
like manner. During this procedure the ureter is gently drawn outwards. 
The vagina is clamped and divided. Before this a piece of iodoform gauze 
placed in it before the operation is removed. After division of the vagina 
a piece of gauze is pushed into it to catch any infective material. Two 
mattress sutures are introduced into the vaginal angles and the parametric 
clamps are replaced by ligatures. 

The lymphatic glands are sought for and removed, first along the 
common iliac, then the external iliac artery, then between external and 
internal iliac arteries. Finally the sacral glands are removed. Any 
bleeding points are ligatured, a fresh piece of gauze is introduced into the 
vagina and the peritoneal flaps are brought together by sutures. 

Dr. McCann always removes gauze left in for purposes of haemostasis 
after 48 hours. He deprecates the method used by Wertheim of leaving 
gauze in as long as.8 or g days. 

Where the ureter is divided either inadvertently or intentionally Dr. 
McCann recommends the method used by Stiles for transplanting the 
ureters into the pelvic colon in cases of extroversion of the bladder. Dr. 
McCann would in a suitable case employ the same method for transplanting 
the ureter into the bladder. Dr. McCann has had one case of ureteric 
fistula which developed during convalescence but healed later. 

After treatment. To prevent cystitis Dr. McCann recommends the use 
of the catheter every 4 hours. The detachment of the bladder is apt to be 
associated with paresis and retention, which predisposes to infection. 

Immediate Mortality. Out of a series of 41 cases 2 died. In both, the 
disease was advanced. 

Dr. McCann referred shortly to the technique practised by him in 
removal of the uterus for cancer of the body. Out of 24 cases removed by 
him by abdominal hysterectomy he had lost one. 


Dr. BARBER agreed with Dr. McCann regarding the advantage of the 
long peritoneal incision. 

Mr. Brewis stated that he was a convert to the abdominal route for 
cancer of the cervix, but he could not quite persuade himself as to the 
advantage of prolonging the operation in an attempt to remove the glands. 

Prof. KynocH (Dundee) stated that his experience with vaginal hys- 
terectomy was discouraging. He believed that the rubber tissue to protect 
the wound could be held in position by the retractors. 

Dr. CARMICHAEL stated that he had always practised the abdominal 
operation in operable case of cervical cancer. He always used a sharp 
bistoury for separating the bladder. 

The PRESIDENT referred to the great advantage of the abdominal opera- 
tion in preventing a recurrence in the scar. 

Dr. McCann stated in reply that there was no part of the operation 
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which was really first described by Wertheim. Even the clamp was first 
used by Winternitz. Where there was difficulty in separating the bladder, 
one can often start at the sides and work inwards. The objection to 
previous curetting was that it was apt to be followed by attenuation of 
tissue which leads to tearing during the operation. 


GLASGOW OBSTETRICAL AND GYNA!COLOGICAL SOCIETY. 


The third meeting of the Glasgow Obstetrical and Gynecological 
Society was held on December 13th rg11, the President, Dr. A. W. RUSSELL, 
in the chair. 

Dr. WILLIAM RITCHIE read notes of a case of stone in the bladder with 
early recurrence. The recurrence took place 10 months after cystotomy 
had been performed. He thought this was due to the site of the calculus 
not having been sufficiently curetted after the removal of the stone. After 
the first operation the repair of the fistula was not satisfactory, this he 
attributed to the fact that the fistula had been immediately closed, and 
that the accompanying cystitis had not been cured by prolonged drainage 
as was done at the second operation. 

Dr. NIGEL STARK read a paper on ‘ Uterine Fibrosis and Allied Condi- 
tions with special reference to treatment.’ 

He pointed out the want of a standardised and universal nomenclature 
in gynecology, and the confusion that resulted. Many text-books make no 
mention of the term “‘ fibrosis,’’ but connect all the symptoms now ascribed 
to it to chronic endometritis. By fibrosis is meant increase of fibrous 
tissue or replacement of muscular by fibrous tissue. The enlargement may 
be slight and on dilating the cervix hardly any mucosa comes away on the 
curette. The clinical features are heemorrhage, leucorrhcea, dysmenorrhcea 
and pain. As regards treatment, removal of the ovaries is recommended 
by some but hzemorrhage is not always arrested after this has been done. 
Hysterectomy has therefore come to be the operation of selection. He 
considered this too drastic, and advocated the excision of a wedge-shaped 
portion of the body of the uterus. This operation ‘‘ uteroplasty ”’ he had 
performed on eight occasions. 

Dr. BALFourR MarsHat, preferred hysterectomy, as hemorrhage had 
recurred after uteroplasty. 

Dr. Moi.oy condemned the removal of the ovaries. 

Dr. Russet, said he treated this condition by vaginal hysterectomy. 

Dr. ALEx. MCLENNAN showed a special instrument for closing the utero- 
vesical pouch in ventro-fixation. 

Fresh specimens were shown by Drs. McILRoy, SHANNON, BALFOuUR 
MARSHALL, RUSSELL, and STARK. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 
President : A. J. Horne, M.D., P.R.C.P.I. 
Sectional Secretary : G. FitzGrsnon, M.D., P.R.C.P.I. 
The PRESIDENT in the Chair. 
Friday, January 5, 1912. 
CHORION EPITHELIOMA WITH SECONDARY DEpPoOsITs. 
Specimen shown by Dr. H. JELLETT. 
A patient, E.S., aged thirty-nine, was admitted to the Rotunda Hospital 
on September 3rd last. She had been married for twelve years, and had 
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had seven children and one abortion. She believed her last pregnancy to 
have terminated in June 1910, but on questioning her she said that she 
had not menstruated between January and May, 1911, and that in May 
she had had severe heemorrhage. Since that time haemorrhage had been 
constant. On examination the following day the uterus was found to be 
normal in position and enlarged to size of two months’ pregnancy. On 
the walls of the vagina were three small swellings which were purplish 
in colour, and resembled small hzematomata or thrombosed veins. A 
diagnosis of possible pregnancy was made, and one of the swellings was 
removed for examination. Dr. Rowlette reported that they were cystic 
masses filled with blood clot. The surface epithelium was regular, and 
the deeper tissues were infiltrated by masses of very irregular flat cells 
with large blood spaces. A diagnosis of chorion-epithelioma, or mixed 
celled sarcoma, was made by him. In consequence, on September 11th the 
uterine cavity was explored, and pieces curetted away for examination. 
These were found to be of a similar character to the vaginal swellings. 
The next day the patient had a cough with expectoration containing a 
considerable quantity of blood. A diagnosis of chorion-epithelioma was 
then made, and it was decided to give her the chance of hysterectomy. 
On the 14th the uterus and ovaries were removed as extensively as possible. 
The uterus was enlarged to the size of a small foetal head, with a very 
distinct tumour on its left side. The patient stood the operation well, but 
her lungs rapidly got worse, and she died two days later. At the autopsy 
the lungs were found to be studded all over with small tumours, corres- 
ponding in appearance and characteristics with the uterine tumour and the 
vaginal metastases. It should be noted that between the 4th and the rth 
inst. the uterine tumour had increased considerably in size, and an 
additional vaginal metastasis had formed.’ The uterine tumour and all 
the metastases consisted of blood and infiltrating masses of cells derived 
from Langhans’ layer. There was no syncytial masses and no pieces of 
chorionic villi. A portion of the tumour was submitted for diagnosis to 
Professor Pick, of Berlin, and he confirmed Dr. Rowlette’s diagnosis of 
chorion epithelioma derived practically entirely from Langhans’ layer. 

Dr. ROWLETTE said the case was interesting from the pathological point 
of view inasmuch as it was not quite typical. The tumour seemed to 
consist of one set of cells—i.e., Langhans’ layer—and not of other parts of 
the ovum, as generally occurred. Well-formed villi were very often seen, 
but in this case no villi were to be found. 

Dr. Gipson FitzGrpson inquired as to the pregnancy that this tumour 
* developed after. With regard to the statement that it was the only 
specimen of the kind shown for some years, he thought there was one 
shown in February 1904, where the symptoms of the disease developed 
after the removal of a hydatidiform mole. The patient complained of 
heemorrhage, starting three weeks after the removal of the mole, and 
continuing until admission to hospital five weeks later. The uterus was 
curetted, and a perforation of the muscular wall discovered. The uterus 
was removed, and the condition diagnosed as chorion-epithelioma. There 
were no metastases, and the patient was quite well twelve months after- 
wards. 

Dr. JELLETT, in reply to the remarks, said the term syncytioma was not 
applicable to all cases, so had been given up. As to the history of previous 
pregnancy in this case the patient stated that her last pregnancy was in 
1910, but all her symptoms dated from May last, and previous to that 
there was a history of three months amenorrhcea. 
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A CaszE OF MYOMA UNDERGOING SARCOMATOUS DEGENERATION. 

Sir Wi11AM SMy1y said that his views with regard to the treatment of 
myomatous tumours of the uterus had undergone a gradual change. He 
operated more frequently and resorted to conservative measures more 
readily than he used to do. Almost every case that required treatment 
he considered was best treated by operation. Myomectomy, which, owing 
to improved methods of suturing and the introduction of rubber gloves, 
was scarcely more dangerous now than hysterectomy, should be generally 
adopted in women within the child-hearing period of life. He reported a 
case in which a myoma had been diagnosed twenty years previously, and 
had caused little inconvenience until about Christmas 1910. In April a 
second lump formed in her left side and became very painful. Upon 
opening the abdominal cavity the parietal peritoneum was covered with 
malignant growths. A coil of small intestine was involved in the tumour, 
and it was necessary to resect about a foot of intestine. A large portion of 
the parietal peritoneum was also cut away and the abdomen closed. The 
primary result was good, but after a few weeks the disease again began to 
show its presence, and she died in about four months. The lesson that he 
drew from this case was the importance of early interference. 

Professor ALFRED SMITH said to a certain extent he would recommend 
operative treatment in fibromyoma of the uterus, but he would treat each 
case on its merits. He instanced a case of a patient who had consulted 
him, in which he diagnosed a fibromyomatous tumour, and advised its 
removal, but, she being anxious that she should become a mother, pallia- 
tive treatment was adopted. She was afterwards confined of a full term 
child. This, he thought, should make one pause before telling a patient 
that every fibroid tumour should be removed if it means removing the 
uterus. He considered that no operation gave better results in practice 
than myomectomy. If a patient had been recently married an interval of 
one or two years would be a safe margin to allow her to run without taking 
any risk provided the tumour was not increasing or causing trouble. 

Dr. JeLietr thought, speaking generally, one might say that if a 
marriéd woman within the child-bearing period had a myoma of the uterus 
which would not prevent pregnancy going to the full term it could be 
removed by myomectomy, and that the operation was indicated. If it was 
found at the time of the operation that the tumour could not be removed 
by myomectomy it was most improbable that pregnancy would occur and 
continue to full term. He advised early operation in all cases, because 
operation was then more easily and safely carried out. As regards the 
effect of myomectomy on future pregnancy, frequently cases are seen in 
which pregnancy occurs and continues satisfactorily. 

Dr. SoLomons said that during his term at the Rotunda Hospital he 
saw a good number of cases of women who became pregnant after myomec- 
tomy, and in at least three of these cases about one-third of the cavity 
of the uterus had been removed, yet the patients had quite uneventful 
confinements. In a case of myoma undergoing sarcomatous degeneration 
on which he had operated, the intestine was adherent, and he separated 
this before removing the tumour. He asked Sir William Smyly whether 
he would, as a rule, remove the intestine with the tumour before previous 
separation. 

In reply, Sir WinL1AM SMyLy said that the discussion proved that they 
were not agreed on the question when to operate. As to the merits of any 
case they could not tell what would happen to it-—it might get well at the 
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menopause, or it might, and probably would, get worse. He recognised 
the importance of preserving the power to bear children, and he believed 
that myomectomy would rather increase fertility, and should be advised 
where practicable. 

Dr. ROWLETTE remarked that he thought the whole tumour was sarco- 
matous. 


A CASE IN WHICH A PapyrackouS Fa:tus was EXPELLED BEFORE A LIVING 
CHILD. 

Sir WinuiAM SMyLy read a paper on the above subject, and said in 
January 1911, the patient conceived, and though she twice threatened to 
abort she went to the end of the seventh month. She then expelled a 
papyraceous foetus, but the placenta did not come away. Next day it was 
decided to divide the funis as high up in the cervix as possible in the hope 
of saving the second child. On the third day a septic fever commenced, 
and on the fourth had considerably increased. She was then removed to 
a nursing home, and the second child delivered by bipolar version. The 
placenta and membranes of this child, which died during the extraction, 
were expelled in about half-an-hour, and appeared to be fresh and normal, 
but as there was no sign of the other placenta following the hand was 
introduced, and it was found firmly adherent in the neighbourhood of the 
right cornu of the uterus. The patient made a good recovery. 

Professor ALFRED SMITH considered the cause of the foetus becoming 
papyraceous was the insertion of the placenta in the cornu of the uterus. 
The practical point appeared to him to be whether interruption was 
justified or not. So far as could be gathered the placenta of the papyra- 
ceous foetus was not the cause of the trouble. Whether the foetus came 
first or afterwards was a mere accident. Hé asked would one in a similar 
case be justified in emptying the uterus? He would like to know what 
Sir William Smyly considered the source of the toxin. 

Sir WILLIAM SMYLY, in replying, said that he attached more importance 
to the pathological condition of the placental site than to its anatomical 
position. The fact that the papyraceous foetus came first was the impor 
tant feature of the case. Had it not done so there would have been no 
trouble. As to the origin of the septic fever it no doubt originated in 
the cord which was lying in the vagina for twenty-four hours before it 
was divided. 
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